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CASSAREAN SECTION: A CONSIDERA- 
TION OF INDICATIONS, TECHNIQUE, 
AND TIME OF OPERATING. 


By CHARLES M. GREEN, M.D., Boston, 


From the Clinic of the Boston Lying-in Hospital. 


On June 29, 1907, the Boston Lying-in Hos- 
pital completed a series of one hundred Cesar- 
ean sections; and the Staff published’ a con- 
joint study of the series, dealing with the indi- 
cations, technique, convalescence, the Cesarean 
baby, and a consideration of the repeated sec- 
tions. In the eight years which have since 
elapsed the total number of sections has risen 
above three hundred, and increased experience 
and observation of cases have led to certain 
changes of opinion as to time and technique of 
operation; the previously recognized indications 
have also been considerably extended. These 
changes in method and time of operating, in the 
ante-partum study and preparation of patients, 
and the enlarged indications for abdomino- 
uterine section may be shown in a measure by a 
consideration of a series of twenty sections 
which were performed during the writer’s four 
months’ active service, February to June, 1915. 

In regard to the time of operating, the writer 
has come to the conclusion that except in cer- 
tain cardiac, toxemic, and placenta previa cases 
it 1s generally best not to operate until the par- 
turient has been in labor for a certain number 
of hours. In common with others he has always 
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seen the wisdom of giving time for a reasonable 
test of labor in the border-line cases; but aside 
from these, it had formerly been his custom to 
operate at an appointed hour on the predicted 
date of labor. This plan has some obvious ad- 
vantages: the patient enters hospital just long 
enough beforehand to be prepared properly; she 
is definitely told when the operation will be 
done, and is thus not kept in a state of uncer- 
tainty and possible worriment; an hour is fixed 
to suit the convenience of the hospital and the 
‘operator, and to meet the advantage of a teach- 
ing clinic. Agreeable as these advantages are, 
however, to a well-ordered hospital, observation 
and experience have convinced the writer that 
they are relatively insignificant in comparison 
with the advantages to mothers and babies of de- 
ferring operation, except under emergency con- 
‘ditions, until the advent of labor and until labor 
has progressed for a reasonable number of hours. 
These advantages of operating after labor has 
been for a time in progress may briefly be stated 
‘as follows: 


_ First. It is certain that the gravida has 
reached full term. It is a notorious fact that 
‘many women are never sure of their menstrual 
dates; and when the date of latest menstruation 
‘is positively known and recorded, it is not 
/known when conception took place, whether 
‘Shortly after the cessation of a given monthly 
period, or just before the time for the next one. 
The records of any experienced obstetrician 
show a not inconsiderable proportion of cases in 
which labor has supervened three weeks and one, 
two, or three days later than the date predicted 
from the latest menstruation. Abdominal Ce- 
sarean section is done largely in the interest of 
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the baby in elective operations, and it is a pity 
to deprive the baby of the last two or three 
weeks of intra-uterine development. 


Second. There is greater certainty that in the | 


convalescence the uterus will have free drainage. 


The writer has hitherto written and taught that | 


when abdominal Cesarean section is performed 
before the advent of labor, the unobliterated cer- 
vix and undilated os uteri will generally relax 
and expand sufficiently to permit adequate lo- 
ehial drainage. 
true, but it is not invariably true; and the cases 
are not few in number in which the evidence of 
inadequate drainage makes post-partum dilata- 
tion of the cervix necessary. If the gravida who 
is to be delivered by abdominal section is allowed 
to labor until the cervix is taken up and the os 
uteri expanded to an inch or two, free drainage 
is assured, and the risks of lochial retention 
avoided. 

Third. There is less bleeding from the pla- 
cental site. Nature prevents bleeding by the 
process of retraction of the uterine muscular 


fibres: this process is a gradual one, beginning | 


with the advent of labor; and it is reasonable to 
expect that when this process has gone on for 
several hours and the uterus is actively contract- 


ing, the placental sinuses will be more quickly | 


closed than when the placenta is removed from 


a relatively flabby and inert uterus: experience | 


justifies this expectation. Of course it is true 
that when incision is made and the baby quickly 
removed from the inert and non-contracting 
uterus, it will generally close down with reason- 
able promptness in strong, well-innervated 
women, and the bleeding may be inconsiderable ; 
but experience seems to show that bleeding is 
much less, or even absent, when hysterotomy is 
done on the actively working uterus, in which 
muscular retraction has for a time been going 
on. No well-instructed third-year student would 
express the placenta after normal labor, in the 
absence of hemorrhage, until time had been al- 
lowed for adequate uterine retraction. Why, in 
the absence of conditions requiring it, should 
hysterotomy be performed before there has been 
time for at least a partial muscular retraction ? 

Fourth. The uterine scar is stronger. As far 
as the writer is aware there has been no animal 
experimentation bearing on this statement; but 


it stands to reason that the sear will be thicker | 


and stronger if the closing sutures are applied 
to a uterine wall thickened by several hours of 
contractions, than when placed in the thin, com- 
paratively flabby wall of a uterus incised before 
labor has begun. Indeed, in some of his re- 
peated sections, performed after some hours of 
labor, the writer has found the general uterine 
wall much thickened, while the site of the sear 
is relatively much thimner. It is no wonder 
that those who, as a rule, perform gastro-hyster- 
otomy before the advent of labor and therefore 
have resulting thin scars, believe that ‘‘once a 
Cesarean, always a Cmsarean’’. Scars are 
likely to be thin and liable to rupture when the 


This he still thinks is generally | 
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| closure is made on unretracted or insufficiently 
retracted uterine walls. But when the sutures 
are efficiently applied to a wall thickened by 
several hours of uterine activity, the resulting 
scar is as strong as, if not stronger than, the re- 
mainder of the uterus. 

Fifth. Jt is more certain that abdominal de- 
livery is really necessary in the interest of moth- 
er, baby, or both, in the so-called border-line 
cases. Every experienced obstetric surgeon will 
recall cases in which he had thought it probable, 
or even certain, that abdominal section would be 
necessary for safe delivery, which entered hos- 
pital and delivered themselves before the visit- 
ing surgeon could arrive. Some of these cases 
have had previous sections, but under changed 
conditions as to strength of pains and size of 
baby have delivered themselves. Humility is 
good for mortals, and it may as well be ac- 
knowledged that no man ean say with certainty 
what any given woman may do in labor. Pel- 
vimetry may be as accurate as skill and ex- 
perience make possible; the size of the baby may 
be estimated with much exactitude; but no one 
ean foretell what the character of the pains will 
be. 

‘Tt is a favorite procedure with some clin- 

icians, in the border-line cases, to test the rela- 
tive capacity of the pelvic brim by endeavoring 
to foree the head into the pelvis by bimanual 
taxis. This method works very well in some 
‘eases; but it is generally painful, and its satis- 
factory performance often requires anesthesia. 
If the head can thus be made to pass the brim, 
well and good; but if it cannot, it is not proved 
that the head will not pass under the moulding 
‘of labor. To the writer it, therefore, seems a 
‘fairer test, in the border-line cases, to let the 
|patient have a reasonable time, under observa- 
'tion, to show whether or not the head will mould 
into the pelvis. During this test, vaginal exam- 
‘inations should be avoided, and results be 
|judged by external palpation,’’ the third and 
|fourth manceuvres, so-called, and by examina- 
‘tion by rectum when necessary. ‘‘The fetal 
‘condition should also be watched, and the ob- 
'stetrician should be in readiness to proceed to 
section with timeliness, if the test in a reason- 
_able time does not indicate by gradual progress 
'that safe delivery is likely to ensue’’.? 
There is another advantage of a reasonable 
test of labor in the border-line cases: some wo- 
men, whose ante-partum study has made it seem 
to the observer measurably probable that safe 
delivery can be accomplished only by gastro- 
_hysterotomy, demur at this operation, and it is 
well for the obstetrician to hesitate in urging 
surgery on the unwilling patient; but if the 
parturient realizes her failure in efficiency, un- 
‘der reasonable test of her powers, she is more 
| likely to become a willing subject. 


Case 1. A young Russian secundigravida, who 
had aborted in her first pregnancy two years before, 
placed herself under the care and observation of 
the Hospital at the end of her seventh month. The 
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pelvis was of the justo minor type, with a true | 
conjugate at the brim of 8 cm., and the inter-tubera | 
ischii measurement was the same. Early in the| 
last month the pelvis’ was explored under anss- | 
thesia; the baby was estimated to be of average size 
then, and had presumably three or four weeks to 
grow. The head was still floating, and no attempt 
was made to engage it. It was thought extremely 
probable that the case would come to abdominal 
section; still it was regarded as a border-line case, 
and when the young woman entered hospital at 
term, having been two hours in labor, she was al- 
lowed to go on eight hours longer, when the head 
was still not engaged and section was decided on: 
the baby weighed seven pounds and eleven ounces. | 
The temperature was 100° F. on the evening of the 
tenth day, otherwise it was never above 99°; and 
mother and baby were discharged well on the 
twentieth day. . 


Comment. In contrast with this case, which 
came to Cesarean section, may profitably be 
mentioned a private case, a young American 
primigravida, a college graduate, with identical 
pelvimetry, but somewhat smaller baby, six 
pounds twelve ounces, which was safely deliv- 
ered with forceps. Near the end of her second 
pregnancy it was evident that the baby was 
larger, and it was thought quite likely that it 
could not be delivered without injury through 
the 8 cm. justo minor pelvis; but the pains were 
excellent, and the young woman delivered her- 
self, in a labor of twelve hours, of a baby weigh- 
ing seven pounds twelve ounces. These two 
cases illustrate very well the sometimes forgot- 
ten fact that there are three factors in labor,— 
the power, as well as the passage and its pas- 
senger. In the former case the power was in- 
sufficient to mould and drive the head through 
the diminished pelvis: in the second labor of the 
latter case, with the same pelvimetry and with a 
baby one ounce heavier, the power was quite 
sufficient to overcome the same resistance. It is 
quite probable that in the former case the baby 
could have been delivered with high forceps, 
but with great likelihood of fatal compression 
and intra-cranial hemorrhage: it is in this type 
of case that Cesarean section has done so much 
for the conservation of fcetal life. 


Case 2. An Irish sextigravida, aged thirty-six, 
after two early abortions, had been delivered in 
the Hospital of her first full-term baby in 1909: 
a high O.D.P. was rotated to an anterior position 
and high forceps delivery attempted; this failing, 
the baby, weighing eight pounds seven ounces, was 
delivered stillborn by internal podalic version. 
Eleven months after her discharge she re-entered 
in full-term labor, six hours after rupture of the 
membranes: no vaginal examination was made; but 
Cesarean section was performed on the strength 
of her former disaster, the baby weighing eight 
pounds. Two years.later she again was admitted, 
having been in labor for over four hours: section 
was performed after labor for fifteen hours without 
progress, with no vaginal examination made, the 
baby weighing eight pounds fifteen ounces. A 
hernia through the former scar was repaired, and 





the woman was discharged in three weeks with no 
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evidence of hernia, and the baby weighing nine 
pounds ten ounces. Two and a half years later she 
tirst came under the writer’s observation when she 
re-entered, thinking she was in full-term labor. The 
pelvis was found to be only slightly contracted 
antero-posteriorly, the obstetric conjugate being 
9.5 cm.; but the woman was of the thickset, fleshy 
type, and her pains were very feeble. There was a 
considerable hernia in the lower third of the old 
sear. After observation for twenty-four hours, it 
was thought best, in view of the history and evident 
parturient inefficiency, and further in view of the 
considerable ventral hernia, to deliver by section. 
The baby was her smallest, weighing only seven 
pounds. Incision was through the old scar: the 
hernial sac was dissected out, and on discharge 
three weeks later, after an afebrile convalescence, 
the hernia was apparently corrected. 


Comment. This woman’s bony pelvis was 
only slightly contracted; but she was of the fat, 
flabby type with feeble musculature, and the 
indication for section was inefficient power, 
rather than relative disproportion between pas- 
sage and passenger. It is quite possible that this 
baby, weighing seven pounds, could have been 
delivered safely by turning and extraction by 
the foot, although this procedure had failed with 
a baby weighing eight pounds seven ounces. 
But it was desirable that the ventral hernia 
should be repaired, and good judgment seemed 
to indicate section in the surer interest of both 
mother and baby. 

The writer cannot help believing that ventral 
hernia after Cesarean section is generally at- 
tributable to hasty closure of the abdominal in- 
cision for a ‘‘time record’’. Except when the 
patient’s condition is critical, which is seldom 
the case aside from the emergency conditions of 
toxemia, hemorrhage, and cardiac disease, 
there is no necessity for haste in closing the ab- 
dominal incision. And when this incision is 
closed by layer suture, and the fascia in partic- 
ular is carefully brought together and over- 
lapped, hernia should be a rare sequel to Ce- 
sarean section. 


Case 8. An Italian quintigravida aged twenty- 
seven had had four difficult deliveries in other 
hands, and all the babies were stillborn. She ap- 
plied at the Hospital two weeks before the calcu- 
lated date for her fifth labor. The pelvis was care- 
fully explored: the external measurements were 
normal, and the transverse of the outlet was 10 em.; 
but the obstetric conjugate was found to be only 
8 em. The baby was thought to weigh not more 
than eight pounds, In view of the diminished 
conjugate, and especially of the disastrous obstetric 
history, it was decided to deliver by section, and 
this operation was performed at supposed term, for 
some unrecorded reason before labor supervened: 
the baby weiged seven pounds six ounces. After a 
normal, afebrile convalescence the woman was dis- 
charged well, and the baby three and a half ounces 
above its birth weight. 


Comment. This case illustrates a fact which 
should be well known, that the normal external 
pelvic measurements of 28, 25, 20, do not neces- 
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sarily warrant a conclusion that the intra-pelvic | over average size. It was decided the woman 


measurements are normal, It also seems to point 
out that when a woman has lost several babies in 
birth, whether from inefficient vis a tergo, un- 
recognized pelvic contraction, or unskilful treat- 
ment in delivery, she is entitled to a fctus- 
saving operation which does not put her own 
life in serious jeopardy. 


Case 4. A negress of twenty-nine, primigravida, 
at supposedly full term, was referred to the Hos- 
pital from the Out-Patient Department for better 
observation on account of slight pelvic contraction. 
The pelvis was explored; but the contraction both 
in the conjugate at the brim and between the ischial 
tuberosities appeared to be only half a centimetre; 
the head, however, had not descended or even en- 
gaged, as it normally should have done, and the 
baby was thought to be not above average size; so 
it was deemed wise to let the woman take in labor 
and to observe results. At seven a.m. the next day 
pains were occurring every five minutes, and at 
eight-thirty a.m. the os uteri was an inch and a 
fourth dilated, the head being still not engaged. 
At two p.m. the head was still floating; but a rectal 
examination showed a large bag of waters reaching 
nearly to the pelvic floor, and indicating a prob- 
ably full cervical dilatation. After another hour 
without progress, it was decided to proceed to sec- 
tion, and the baby, weighing seven pounds two 
ounces, was thus delivered after labor had contin- 
ued for eight hours. The convalescence was com- 
plicated with cough, abdominal distention, and dif- 
ficulty in moving the bowels; but the wound looked 
clean on removal of the stitches, and mother and 
baby went home well on the twenty-fourth day. 


Comment. It might be said in criticism that 
if the membranes had been ruptured when the 
cervix was fully dilated the head might have 
moulded and descended, especially as it is a well 
recognized fact that the heads of negro babies 
are more plastic than those of the offspring of 
the white races. The writer can only reply that 
from his observation of the case and the char- 
acter of the pains, this event seemed to him un- 
likely. Had the woman been a multipara with a 
history of safe delivery of an average-sized baby 
through the pelvis, the case would have been 
different. But the primipara is always an ex- 
periment, and the writer is chary of rupturing 
the membranes and expecting a primiparous 
head to mould and descend when it is still not 
engaged after eight hours of fair labor. More- 
over, the development of a large bag of waters 
is good evidence that the head does not fit the 
brim effectively, as a good ball-valve. 


Case 5. A Russian primigravida of twenty-three 
took in labor at her home one week later than her 
expected date. Four and a half hours thereafter 
she was visited by two externe house-officers, both 
of whom examined vaginally and found the os 
dilated an inch and a half. Subsequently she was 
seen by an out-patient physician, who sent her into 
Hospital for better observation as a border-line case. 
The external pelvimetry was 27, 24, 18; the pelvis 
was not again explored vaginally. The head was 
high and not engaged; the baby was evidently not 





should have a further test of labor. Twenty-one 
hours after the beginning of labor, the pains being 
good and occurring every five minutes, there was 
still no engagement of the head, and the case was 
prepared for section. The baby weighed six pounds 
fifteen ounces. The convalescence was febrile: 
there was obvious intra-uterine sepsis, and consecu- 
tive phlebitis developed in the left and right leg; 
but the young woman recovered and was discharged 
on the thirty-ninth day, the baby being one pound 
over birth-weight. 


Comment. It is not the custom of the writer’s 
house service to examine vaginally to observe 
the progress of labor; but reliance is placed on 
external palpation, the third and fourth maneu- 
vres, confirmed when necessary by examination 
per rectum.2 In the ease above outlined, how- 
ever, two vaginal examinations were made be- 
fore the patient entered the Hospital. 


Case 6. A Canadian secundigravida of twenty 
had been delivered of her first baby in 1912, having 
entered the Hospital after being in labor five hours 
with ruptured membranes. Section was performed 
by the physician then on duty on the indication of 
pelvie contraction, the baby weighing seven pounds. 
Mother and baby were discharged on the twentieth 
day. After going home, the mother had an attack 
of pleurisy, and was ailing for three months. Two 
years and four months thereafter she applied for 
care in her second labor, for which the calculated 
date was three weeks distant. She was a small, 
frail woman, had not been at all well during her 
pregnancy, suffered from backache and fainting 
spells, and was in a very unprepared condition to 
undergo even normal labor. The pelvis was gen- 
erally contracted, with an obstetric conjugate cf 
8 em.: the baby was estimated to weigh seven 
pounds, and the presenting head was not engaged. 
Seventeen days later she again visited the Hospital 
and was persuaded to remain for such ante-partum 
preparation as the brief time before labor was due 
would permit. The head was still not engaged, and 
it was clear that the baby was too large safely to 
pass the contracted brim; but it was decided that 
the mother should be allowed to await the advent 
of pains and remain in labor for a reasonable time, 
partially to dilate the cervix and to thicken the 
uterine wall. Labor supervened a week later than 
the calculated date, and was allowed to continue for 
ten hours, no vaginal examination being made, In- 
cision was made to the left edge of the old scar, 
and in closing the abdomen the scar of the first 
operation was resected. The placenta was under 
the incision, and there was a considerable blood loss 
in the brief time before suture could be applied. 
The baby weighed seven and three-fourths pounds. 
The convalescence was afebrile; but there was much 
operative shock, and seepage was required. The 
mother was discharged obstetrically well on the 
twenty-first day, the baby being nine ounces above 
birth weight. 


Comment. What ‘‘preparedness’’ to prevent 
or resist attack is to a nation is preparedness to 
undergo the stress of childbirth to a woman. 
The writer abstains from more than mentioning 
the subject in this paper; but he first wrote on 
the care and observation of pregnant women in 
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1891,* and has taught and written to this end 
ever since.’ Until it is recognized by the pro- 
fession and by the laity that women need prepa- 
ration for labor as nations do for defense or 
actual warfare, obstetric results cannot be what 
they should be. 

The writer once did a fifth Cesarean section 
on a woman who bore four abdominal scars. 
There seems to be no good reason why succes- 
sive incisions should not be so made that former 
scars may be resected, and the woman be left 
with one scar, however numerous her sections 
may have been. 





Case 7. <A _ Boston-born secundigravida of 
twenty-four had been delivered by section in 1912: 
she applied for care in her second labor two weeks 
before the calculated date. She was in excellent 
physical condition: the pelvis was contracted 2.5 
em. in all the external measurements, the true conju- 
gate at the brim was 7.5 em.: the baby was evidently 
above average size, and presented the shoulder left 
anterior, this mal-position obviously being due to 
the fact that the head could not find an engaging 
lodgment in the brim, and a breech presentation 
might well have resulted from the same cause. As 
directed, the young woman entered the Hospital on 
the date for labor, as calculated from the latest 
menstruation; but it was decided to await the ad- 
vent of pains, not with any intention of giving a 
test of labor, but to afford the baby a chance for 
full development, and to secure a partial dilatation 
of the cervix, an active uterus, and a somewhat 
thickened wall. Labor did not begin until eighteen 
days after the calculated date, and section was per- 
formed after three hours of active pains, no vag- 
inal examination being made. The incision was 
entirely «bove the umbilicus, by the side of the 
old scar, which was subsequently resected: the baby 
weighed eight and three-fourths pounds, and ob- 
viously could not have been delivered with safety 
through the pelvis. The convalescence was afebrile, 
and mother and baby were discharged on the 
eighteenth day. 


Comment. There were two interesting inci- 
dents in this case: contrary to the rule there 
was a left lateral torsion of the uterus, so that 
the uterine incision was well to the right of the 
still visible sear from the first section; and the 
baby had an extensive pigmented hairy mole 
over the back and part of the abdomen, and scat- 
tered over the lower extremities, scalp, and fore- 
head were brownish nevi varying in size from a 
pin-head to a silver dollar. The mother was ad- 
vised to seek dermatological aid for the baby 
when it should be suitably developed. 


Case 8. An Austrian primigravida of forty was 
referred from the Pregnancy Clinic with mi- 
tral stenosis and regurgitation, and with begin- 
ning decompensation. She spoke no English and 
did not know her dates, but was apparently between 
the seventh and eighth months. There was some 
cough, and marked edema of legs and ankles, Four 
days later, under rest in bed and medical treat- 
ment, the lungs were clear, cough had disappeared, 
and the heart sounds showed much improvement; 
but there was still considerable visible edema. She 





had a simple flat, non-rachitie pelvis, with an esti- 
mated obstetric conjugate at the brim of 8 em., the 
span of the ischial tuberosities being 10 cm. The 
vagina and perineum were stiff and unyielding. 
After treatment for two weeks, compensation was 
restored, the heart sounds much improved, and the 
woman was discharged to the Pregnancy Clinic for 
continued occasional observation. Eighteen days 
later she re-entered the Hospital, thinking she was 
in labor, but proved not to be. The baby was much 
above average size, and the head was still floating. 
It had been decided earlier to deliver by abdom- 
inal section; but in view of the uncertainty as to 
when full term would be reached, operation was 
deferred until there should be definite evidence of 
labor. Meanwhile the woman remained in the 
Hospital, to her great general benefit. At one time 
it was found that the presentation had changed 
from head to breech; and five days later it had 
changed to head again, Labor began just three 
weeks after re-admission, and was allowed to con- 
tinue without vaginal examination for three and a 
half hours, when section was performed with high 
abdominal incision: the baby weighed nine pounds 
three and a half ounces. The woman left the table 
with a pulse of 80, and made a smooth convales- 
cence, the temperature never rising above 99.6°. 
Mother and baby were discharged on the nineteenth 
day. 


Comment. There were three clear indications 
for section in this case: first, the pelvic contrac- 
tion and large baby: second, elderly primipar- 
ity ; even when there is no bony relative dispro- 
portion, there is much fetal risk in attempting 
to drag a baby with forceps through a pelvis 
with small, rigid vagina and perineum: third, 
the cardiac lesion; the short anwsthesia of sec- 
tion is relatively much less of a tax on the dis- 
abled heart than a long first stage, probably 
followed with operative delivery through the 


pelvis. 


Casr 9. A tall and apparently well developed 
secundigravida, whose first baby was stillborn after 
instrumental delivery in another hospital, applied 
for care at the Pregnancy Clinic six weeks before 
the second labor was expected: thence she was re- 
ferred to the House on account of a contracted 
pelvic outlet. It was found that while the diam- 
eters at the brim were normal, the ischial tuber- 
osities measured only 8.5 em. apart, the baby being 
of average size: it was decided that delivery by 
section was indicated owing to the funnel pelvis 
and disastrous first labor. The woman entered at 
full term after eight hours’ labor: no vaginal exami- 
nation was made; the head was lightly engaged. 
After she had been in labor twelve hours section 
was performed by high incision: the baby, weighing 
seven pounds one ounce, had several supernumary 
tragi, which were subsequently removed. The puer- 
peral temperature reached 100° on the evening of 
the fifth and sixth days: the skin stitches were re- 
moved on the eleventh day. On the fifteenth day 
the temperature was 101°.4, and a redness was 
found around one stitch mark; this was dressed 
with creolin-wetted gauze and was soon well. 
There was, however, pain in the left leg: there was 
no evidence of phlebitis; but the knee was swollen 
and stiff, apparently from arthritis. The tem- 
perature was irregular for ten days, and there were 
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pain and tenderness in both knee joints: a gaul- 
theria dressing was applied to both knees, and 
salicylate and bicarbonate of sodium were given in- 
ternally. Seventeen days later the temperature had 
been normal for several days, the arthritis was im- 
proving, and the sodium salts were omitted. The 
next day, after six days of normal temperature, the 
patient had an attack of dyspneea lasting half an 
hour, the pulse and temperature being unaffected. 
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'time and pains in the complete separation and 
_removal of the membranes before the uterine 
‘Sutures are applied. This is best done by evert- 
ing the uterus through the incision or turning it 
‘inside out, one-half at*’a time; by this procedure 
the intra-uterine surface can be sponged visibly 
clean with gauze; this technique was followed in 
all this series of cases. 


The following day the woman sat in a chair for| 


half an hour and appeared in good condition. In 
the evening the nurse noticed difficult breathing, 
and the house officer found a rapid, poor pulse and 
shallow respiration: the patient rallied under treat- 
ment, but suddenly had a convulsion, and died, ap- 
parently from embolism. No necropsy could be ob- 
tained. The baby was discharged well. 


Comment. It is one thing for a baby to enter 
the pelvis and another thing for it to make a safe 
exit. The funnel pelvis is not a common, but an 
occasional deformity; and forceps delivery with 
undue force is likely to result in unsafe cerebral 
compression and consequent intra-cranial hem- 
orrhage. There is no question that section is 
indicated, in the interest of the baby, in cases 
of marked contraction of the pelvic outlet. 


Case 10. A Russian secundigravida of twenty- 
eight had lost her first baby in instrumental labor 
in Russia. When apparently at the beginning of the 
ninth month, having no knowledge of her menstrual 


dates, she was referred from the Pregnancy Clinic | 


on account of pelvic contraction. The pelvis was 
justo minor with an obstetric conjugate of 7.5 em.. 
the average sized baby presenting Sc.L.A. After 
the usual pregnancy care she entered the Hospital, 
having been in active labor for twelve hours. The 
position was still oblique with shoulder presenting; 


and the os uteri was thought probably to be fully | 


dilated, inasmuch as the unruptured bag of waters 


presented at the vaginal introitus. She was deliv- | 


ered by high incision of a baby weighing six and a 


half pounds. In view of the fact that the fetal | 


membranes had partially been pushed down through 
the unprepared vagina, it was thought unwise to 


deliver them through the uterine incision: the en- | 


tire secundines were therefore pushed down into 
the vagina with two gauze strips, and subsequently 
delivered from below. After a normal convales- 
cence, mother and baby were discharged, well, on 
the seventeenth day. 


Comment. The writer believes that prior to 
abdominal section, or other obstetric procedure 


for that matter, the vagina should be cleansed | 
with gauze, soap and water, followed with ster- | 


ile water irrigation, as for a vaginal plastie op- 
eration. But in many hospital cases this is im- 
possible: it is not well, however, to deliver 
through the uterus membranes which have been 
withdrawn from the unprepared and perhaps 
already infected vagina; it is easy enough, with 
a sterile gauze strip, thus not contaminating the 
rubber glove, to push the separated placenta 
and membranes into the vagina, whence they can 
be removed from below after the abdomen is 
closed. In this connection the writer would like 
to express his belief in the wisdom of taking 


Case 11. An Irish secundigravida of thirty-two 
was delivered instrumentally of her first baby, 
weighing ten and one-half pounds, in another hos- 
pital: the baby died in four days of intra-cranial 
hemorrhage. In the fifth month of her second preg- 
nancy she applied for care at the Boston Lying-in 
Hospital. Pelvimetry seemed to show no contrac- 
tion or deformity; of course it was too early to 
judge what the size of the baby would be at term, 
but it was not thought that abdominal section 
would be necessary. The writer did not see the 
patient again until she entered in labor, eighteen 
days after the date calculated from the latest cata- 
menia. She had had pains for five hours: the baby 
was found to be much above average size, but surely 
not weighing as much as the first; the presenting 
head was in O.D.P. position, and not engaged. 
Naturally the woman was very anxious for a living 
baby after her primiparous misfortune, and was 
entirely willing to submit to section, if it were 
thought necessary. It was decided to subject the 
case to a reasonable test of labor without vaginal 
examinations. Eight and a half hours later the 
pains continued regular and of good strength, oc- 
curring every five minutes; but the foetal head was 
still floating, and the patient was prepared for sec- 
tion. The baby was delivered through a high ab- 
dominal incision, and weighed eight pounds and 
thirteen ounces: the mother left the table with a 
pulse of 90; her post-partum temperature never 
reached 100°, and she was discharged, well, on the 
sixteenth day, the baby weighing nine pounds three 
ounces. 


Comment. The necessity for abdominal sec- 
‘tion in this case may perhaps be questioned. In 
earlier days, before the Cesarean operation was 
‘as safe as it is now, anterior rotation of the occi- 
put with the hand, followed with high forceps, 
would have been resorted to, or perhaps internal 
'podalie version, and the result might have been 
all that could be desired. But there were two 
‘good reasons, in this case, for choosing gastro- 
hysterotomy: in the first place, although the 
‘pelvis was apparently of normal capacity, the 
head of the baby weighing less than nine pounds, 
did not enagage after some fifteen hours of good 
multiparous labor, whether from undue thick- 
ness of soft parts or of pelvie bones is not clear; 
secondly, the maternal instinctive desire for a 
baby which would survive operative delivery. 
No obstetrician, however skilful and _ well 
‘trained, likes to take chances under these cir- 
cumstances. A hospital patient, who had al- 
|ready had three Cesarean sections, was’ once in- 
| formed by the writer that he thought he could 
deliver her safely of her fourth baby through 
the pelvis by podalic version; but when, in reply 
to inquiry, he naturally said he was not sure, 
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the woman chose to be delivered by section, and 
the writer subsequently delivered her in the) 
same way of her fifth baby. 


Case 12. A Newfoundland woman of thirty-seven 
in her seventeen years of married life had had eight 
normal deliveries. When supposedly five months 
advaneed in her ninth pregnancy, she applied at 
the Pregnancy Clinie giving a history of having 
had, three years before, the following series of op- | 
erations: trachelorrhaphy, colpo-perineorrhaphy 
with closure of the anal sphincter, appendectomy, | 
closure of diastased rectus muscles, and ventral | 
suspension(?). She was followed in the Clinic, | 
and it was possible to appreciate by bimanual ex- | 
amination the thickened anterior wall of the lower | 
uterine segment which had physiologically hyper- | 
trophied but could not expand in the latter half of | 
pregnancy on account of its firm, broad attachment | 
to the abdominal wall; the latter was very tense, | 
thick, and boardlike from the operation for ventral | 
hernia, and it was impossible to palpate the feetus | 
through it. She entered in labor ten hours after | 
pains began, but the pains were of poor quality. A | 
single vaginal examination was made: the cervix | 
could not be reached, owing to the extreme ante- 
version of the uterus, nor could a presenting part 
be pushed over the brim from above; anteriorly the 
lower uterine segment felt much thickened. After 
supra-umbilical incision the partially adherent veil 
of omentum was tied off and pushed aside. There 
was a broad, fibrous band running from the lower 
anterior abdominal wall to the anterior surface of 
the uterine body, which so far anteverted the 
uterus that the incision was largely in the much 
thinned posterior wall. The baby weighed eight 
and one-half pounds. The broad fibrous band was 
not interfered with. After a normal convalescence 
the mother was discharged with her baby on the 
eighteenth day. 


Comment. Delivery through the pelvis would 
have been impossible in this case unless by jeop- 
ardizing the mother and probably losing the 
baby. Perhaps no further comment is worth 
while; but it is fair to state that the series of 
operations to which this matron of thirty-seven | 
was subjected could not have been performed 
by a surgeon of good obstetric training and 
judgment. The risks of utero-ventral fixation to 
women still in the childbearing period are well 
known to obstetricians, and should be well 
known to all who do abdominal surgery on 
women. There are many expedients by which 
the discomforts from a procident uterus can be 
alleviated until such time as a woman is not rea- 
sonably likely to become pregnant again; and 
after her puerperal voyage is over, she can then 
safely and effectually be put in gynecological 
good order. 


Case 13. A Russian tertigravida of twenty-nine 
lost her first baby, weighing seven pounds thirteen 
ounces, from undue cerebral compression in high 
forceps delivery: she was advised ty her attendant 
to have section performed the next time. Her sec- 
ond pregnancy, beginning a few months later, was 
followed in the Pregnancy Clinic, and the woman 
entered the Hospital in good condition five hours 





after labor began. The pelvis was simple flat non- 


rachitie, with an obstetric conjugate of 8 cm. After 
she had been in labor ten hours in all, with good 
pains, the os was fully dilated; but there was no 


'descent of the presenting head, and section was 


performed by the surgeon on duty, the baby weigh- 
ing ten ounces more than the first. There was some 
infection of the abdominal incision. When mother 
and baby were discharged the scar seemed well 
healed; but hernia subsequently developed. Two 
years later the woman again applied in early preg- 
nancy and was followed in the Clinic: there was a 
large hernia through the lower half of the old sear, 
and a smaller one at the level of the umbilicus. 
When she entered after five hours of labor she was 
allowed to go on five hours longer before the second 
section was performed. The baby weighed seven 
pounds fifteen ounces. The old scar was resected, 
the hernial sacs dissected free and tied off, and when 
mother and baby were discharged on the nineteenth 

ay the incision was apparently solid. A month 
later two small superficial sinuses appeared, but 
closed after the emission of a catgut suture. 


Comment. It is fair to say that in some thin, 
stretched out, multiparous abdominal walls it is 
very difficult to differentiate the layers, and in 
closing them the operator can do only the best he 
can. But the writer believes that hernia can al- 
most always be avoided, if time is taken to do a 
painstaking closure layer by layer when possible. 
For some years he has overlapped the fascia 
and applied a mattress suture of No. 2 catgut. 
One of the reasons why some operators prefer 
the supra-umbilical incision is that there is less 
risk of post-operative hernia, because the weight 
of the abdominal contents is chiefly borne by the 
infra-umbilical wall. Since he last wrote on this 
subject® the writer has changed his opinion, and 
now believes that except when there is some 
new growth or other condition requiring easy 
access to the pelvis, the supra-umbilical incision 
is on the whole preferable. 


Case 14. A small, poorly developed woman of 
twenty, who had early aborted her first conception, 
entered in her first full-term labor, with rather 
feeble pains. She had not been in the Clinie and 
had had no ante-partum preparation whatever. 
Examination by rectum showed that the cervix was 
not obliterated. The external pelvimetry was 23.5, 
20.5, 16.5 em.: the baby was small, and the present- 
ing head was not engaged. The pains became more 
active, and labor was allowed to proceed for thir- 
teen hours, the head meanwhile not engaging, when 
a five-pound baby was delivered by high incision. 
There was a moderately febrile puerperium for the 
first ten days; but the young mother was discharged 
well, on the eighteenth day, with the- baby above 
birth weight. 


Comment. It is always a pity when there is 
no opportunity for careful ante-partum study 
of the pregnant woman. In the above case the 
indication for section was clear enough from 
the pelvimetry and non-engagement of the small 
head. But aside from the value of general 
preparation and supervision during pregnancy, 
the obstetrician can do his best work when he is 
permitted to study his case beforehand in a 
series of observations. 








i 
{ 
t 
H 
H 
uJ 
i 
i 
i 


448 BOSTON MEDICAL AND SURGICAL JOURNAL 





[Marcu 30, 1916 





Case 15. A Russian primigravida of twenty-four 
applied six weeks before full term, and there was 
time for a careful study of the case. The pelvis 
was of the generally contracted, flat, rachitie type, 
with marked lumbar lordosis: the obstetric conju- 
gate was 7.5 cm., the transverse of the outlet, 9.5 
em. Although the baby was palpated to be below 
average weight, it was thought that delivery by 
section would be necessary. When the woman 
entered in labor she had had pains for five and a 
half hours; but the cervix was not taken up and 
the head was movable at the brim. Labor was al- 
lowed to continue six hours longer, eleven and a 
half hours in all, to dilate the cervix to some extent, 
and to thicken the uterine wall, when, the head be- 
ing still not engaged, a six and three-fourths pound 
baby was delivered by high incision. The post- 
partum temperature was normal on the evening of 
the second day, and thereafter never rose above 99°. 
Mother and baby were discharged, well, on the six- 
teenth day. 


Comment. In none of this series of cases was 
the uterus eventrated before the baby was de- 
livered ; indeed, the writer has long since given 
up this earlier technique. He has also discarded 
the rubber dam of former days. It is easy to 
protect the peritoneal cavity by placing a long, 
moist, gauze strip, and after the uterus is emp- 
tied it is simply lifted through the short in- 
cision for the better inspection and sponging of 
the mucosa and application of the two layers of 
sutures. 


Case 16. A Russian primigravida of twenty was 
sent in from the Out-Patient Department after 
twelve hours of labor, with the presenting head of 
an average-sized baby still not engaged at the brim. 
She had had no ante-partum study or pregnancy 
care. The pelvis was justo minor, but the contrac- 


tion was slight. Examination by rectum showed the | 


cervix taken up, two inches dilated, and the mem- 
branes not ruptured, Section was performed on the 
indication of minor pelvic contraction and the non- 
engagement of the head after twelve hours of good 
labor. The seven pound one ounce baby was de- 
livered through supra-umbilical incision, and the 
uterus sponged clean. During the night there was 
a smart secondary hemorrhage, with subsequent 


elevation of pulse and temperature; but after the | 
fifth day the convalescence was smooth, and mother | 
and baby were discharged, well, on the sixteenth day. | 


Comment. It is quite possible that this baby 
might have been delivered safely by podalic 
version; high forceps was not to be thought of 
on a non-engaged, unmoulded head, even if in 
anterior position, and the writer thought it wiser 
not to take the chances of version and extraction 
for the baby. It is possible, too, that if the 
woman had been allowed to go six to twelve 
hours longer in labor the head might have 


‘ moulded through the brim; but if it should not 


have done so, and section were then performed, 
the prognosis for the mother would have been 
less favorable. One hesitates, in these cases of 
minor relative disproportion, to deliver by sec- 
tion when the patient has been examined vag- 
inally with doubtful asepsis, and the fact that 


 thote has been such examination is likely to 
influence the obstetrician to take chances with 
the baby rather than with the mother.’ After 
all, each case must be decided in accordance with 
the training, experience, and judgment of the 
responsible doctor or of his consultant. 





| Case 17. An American primigravida of twenty- 
| three, in the care of the Pregnancy Clinic, was re- 
| ferred to the House two weeks before the calculated 
| date of labor on account of moderate pelvic contrac- 
| tion and non-engagement of the fetal head. The 
| pelvis was found to be justo minor, with an obstet- 
| rie conjugate of 8 cm.: the case was put on file to 
/await developments. The woman entered on the 
expected date, not in labor; but four and a half 
hours later labor began, with pains every five min- 
utes. Labor was observed for six hours, and as the 
head did not engage, section was performed by high 
incision, and the baby, weighing seven and three- 
fourths pounds, delivered. It was then found, with 
surprise, that the placenta was previa with mar- 
ginal attachment: there had been no bleeding dur- 
ing pregnancy nor during the six hours of labor, 
and nothing that would suggest the possibility of a 
previa, unless it were that the head did not engage; 
of course the ectopic placenta does sometimes inter- 
fere with engagement, but in this case the pelvic 
contraction was sufficient to prevent the head of a 
seven and three-fourths pound baby from settling 
into the brim. 

After the removal of the placenta there was con- 
siderable bleeding, and the pulse became rapid and 
of poor quality. The condition improved under 
heaters and blankets, with salt solution under the 
breasts and by rectal seepage; but seven hours later 
the patient was restless, the pulse 140 and feeble. 
She improved during the day, but in the late af- 
ternoon again bled profusely, with large clots, rapid 
pulse, and shallow respiration: under treatment 
with salt solution, morphia, caffein, and subcuta- 
neous ergot she again improved and there was no 
'more bleeding. Uterine sepsis ensued, with definite 
| spasm and tenderness in both lower quadrants, and 
| with relaxed, tender uterus: later there was a puru- 
| 
| 
| 





lent discharge from the uterus, containing a piece 
of catgut; but under treatment with ergot, ice to 
|the abdomen, and Fowler’s position the woman 
made a good recovery and was discharged with her 
'baby above birth-weight on the twenty-fourth day. 


Comment. This ease illustrates very well the 
two great dangers of ectopic placentation,— 
hemorrhage and infection, and these dangers 
are ever present by whichever route delivery is 
effected. The reason seems to lie in the fact that 
‘the uterus retracts much less effectively in the 
lower segment below the contraction ring; and 
‘when the placenta is seated wholly or in part in 
the lower segment, the sinuses, less well closed by 
muscular retraction, must be closed by thrombo- 
sis. The soft, friable thrombi are easily dis- 
placed by coughing, sneezing, any bodily move- 
ment, or even by the venous blood stream, and, 
furthermore, are good culture media should in- 
fection be introduced. 

It is not the writer’s purpose in this paper to 
give his views on the treatment of placenta pre- 
via: reference is made to what he has recently 
written on this subject’; but he would express 
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the opinion that there is no one treatment for 
this unfortunate and always dangerous compli- 
cation, the course to be followed must be decided 
in each ease according to its conditions. One 
disadvantage in the delivery by section when the 
placenta is previa is that one hesitates to pack 
the bleeding uterus: to be effective against hem- 
orrhage the intra-uterine pack must be applied 
very firmly; what effect such a firm, tight pack- 
ing would have on the uterine sutures, the writer 
has never learned by experience. If the writer 
had known that the placenta was previa in the 
above reported case, he would have elected to de- 
liver by section, as he did do, because of the 
pelvic contraction, because the patient was a 
primigravida, and because there was a good- 
sized baby in good condition at full term; and 
however delivery is effected, unless the fetal 
life is disregarded, there is and always will be a 
considerable jeopardy to the mother. 





Case 18. An American primigravida of twenty 
applied for care three weeks before the calculated 
date of labor. The pelvis was justo minor with an 
obstetric conjugate of 8.5 em. The baby was not 
above average size, and the presenting head was not 
engaged. It was regarded as a border-line case, 
The young woman entered ten days after the date, 
having been in labor eight hours: the head was still 
not engaged. Labor was observed for eight hours, 
partly to see whether the head would engage, and 
partly to dilate the cervix and thicken the uterine 
wall in case section should be found advisable. 
After a labor of sixteen hours in all, the head still 
floating, the baby, weighing half an ounce over 
seven pounds, was delivered by high incision: the 
mother left the table with a pulse of 90, and after 
an afebrile convalescence went home with the baby, 
on the twenty-second day. 


Comment. If this baby had been delivered on 
the predicted date of labor, it would have lost, 
as it proved, ten days of intra-uterine develop- 
ment: under the rules of foetal growth this would 
have amounted to ten ounces,—surely an ade- 
quate reason, in the absence of maternal emer- 
gency, for deferring section until labor begins. 
It may be said in objection to delaying section 
after labor has once begun that the maternal 
prognosis is less good, that the fatigue of some 
hours of labor will injuriously diminish the par- 
turient’s strength and resistance to infection. 
Such, however, is not the writer’s experience; 
and it should be remembered that the effect of 
the labor on both mother and baby should be 
closely watched when section is thus deferred, 
and vaginal examinations abstained from. 


Case 19. An American primigravida of nine- 
teen applied at the Pregnancy Clinic when six 
months advanced, and thereafter the welfare of 
the mother and development of the baby were regu- 
larly studied. - The pelvis, like that of so many 
American young women, was undeveloped and gen- 
erally contracted: the obstetric conjugate was 7.5 
em., or 3 inches. Unless with a very small baby, 
this conjugate might well be accepted as an abso- 
lute indication for section; but it was decided. to 


rm a reasonable time in labor, not so much with 
| an expectation that the floating head would engage, 
| but for the other reasons already dwelt upon. 
When the young woman entered the Hospital at the 
' caleulated date, labor had been in progress for two 
| hours, and she was observed three to four hours 
‘longer. It was then not believed that the head 
‘would enter the pelvis, and it was thought that 
| there was a sufticient cervical dilatation and thick- 
ening of the wall. The baby, weighing six and 
seven-eighths pounds, was delivered by high in- 
cision, and the post-partum maternal pulse was 
100. There was some fever in the first six days, 
but the convalescence was afebrile thereafter, and 
the mother and baby were discharged, well, on the 
twenty-fourth day. 


Comment. It has been a matter of congratula- 
tion in this country that our young women were 
not exposed to working conditions which in Eu- 
rope so frequently result in the so-called occupa- 
tional deformity of simple flat non-rachitiec pel- 
vis; but so far as childbearing is concerned, the 
justo-minor pelvis of imperfect development, so 
often observed in young American wives, high 
and low, rich and poor, is quite as productive of 
pathologic labor. Sometime, perhaps, the phys- 
ical development of our young women will be 
more carefully supervised, as we advance in 
socialism; and perhaps young women of seven- 
teen to twenty will be advised not to marry until 
they have endeavored to reach full physical de- 
velopment. In the meantime, there may be some 
measure of gratitude felt towards those of the 
medical profession who have made it possible 
for imperfectly developed women to have a fam- 
ily of children by the now comparatively safe 
procedure of Cesarean section. 


Case 20. An Italian nonigravida of thirty-three 
came to the Hospital and through an interpreter 
implored that she might have a Cesarean section, 
the nature of which she seemed to understand, and, 
indeed, she pointed with her finger where she 
would be cut. The history was that she had had 
eight children, all delivered per pelvim, and all 
stillborn: she begged for a living child. She was 
four feet eight inches tall; the pelvis was of the 
simple flat rachitic type, with an obstetric conju- 
gate of 7.5 cm.; the span of the ischial tuberosities 
was 10.5 cm, The unfortunate woman was assured 
that she would be delivered by section at full term. 
She did not enter hospital, for some unknown rea- 
son, until she had been in labor for more than thir- 
teen hours: section was performed by high incision 
four hours later, the baby weighing seven and three- 
fourths pounds; she left the table in excellent con- 
dition. There had been no adequate bowel prepara- 
tion, and for several davs there was considerable 
distention; but this was relieved on the third day 
by a very large dejection. There was some infec- 
tion of the incision, without affecting the temper- 
ature; but the happy woman went home with her 
baby on the twenty-seventh day. 


Comment. There was an absolute indication 
for section in this case in the degree of pelvic de- 
formity; but if the pelvis had been normal, as 
far as pelvimetry could determine, a humane 
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medical attendant would have seen a clear indi- 
cation in the series of obstetric disasters which 
the unfortunate woman had suffered. As soon 
as the mother was out of ether her baby was, by 
direction, placed in her arms. It is not difficult 
to understand the unspeakable joy it is to a 
woman, especially when former labors have re- 
sulted disastrously, to take to herself her first | 
living baby; and she should be given this great | 
happiness before, perchance, the baby should | 
succumb, as it does occasionally, to some irre- 
mediable congenital defect, or indeed before the | 
mother herself should sustain a fatal embolism 
or other puerperal catastrophe. 


Summary. Of the twenty cases outlined above | 
one mother died of embolism. There was no| 
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11. The uterus was created a movable organ: 
it should be allowed to remain so, in married 
women, until after the climacteric. 
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foetal loss. From his present knowledge and ex- | 


perience the writer would emphasize the fol- 
lowing conclusions : 


1. Every pregnant woman should receive | 
painstaking ante-partum study and adequate) 


general care, to the end that the obstetrician may | 
understand the conditions with which he will | 
have to deal, and the mother may be in the best 
possible physical condition for what she is to| 
undergo. 

2. Except under emergency conditions sec- 
tion should be deferred until the advent of labor | 
and until labor has progressed under observation 
for a reasonable number of hours,—this not only | 
in border-line cases, in which a test of labor is | 
desired, but also when the indication for section 
is absolute. 

3. During the observation of labor vaginal | 
examinations should be avoided, and progress 
noted by external and rectal palpation. 

4. The vagina should be prepared before Ce- | 
sarean section, whenever possible, the same as| 
for any surgical procedure in or through the | 
vagina: this should be done with gentleness and 
care so as not to traumatize the mucosa. 

5. Except when easy access to the pelvis is| 


necessary, the supra- -umbilical incision is prefer- | 


able. 


6. There is no reason for eventration of the | 


undelivered uterus. 

7. The uterine wall should be painstakingly | 
sponged clean of membranes and clot before its 
closure: this can readily be done by sight by in- 
verting the uterus, half at a time, through the 
uterine incision. 


8. When the membranes have more or less| 
descended into the vagina, it is safer to push) 


the placenta and remaining membranes down 


and deliver them from below, than to remove | 


them through the uterine incision. 

9. The uterine wall, thickened by some hours 
of muscular retraction, should carefully be 
closed with deep and sero-serous absorbable su- 
tures. 

10. Time should be taken for a triple-layer 
suture of the abdominal wall, especial care being 
used with the fascia, which is best closed with 
overlapping and mattress-stitch. 





MODERN INDICATIONS FOR CAESA- 
REAN SECTION.* 





| 
By Joun T. WILLIAMS, M.D., Boston, 


Fellow in Gynecology, Harvard University, Third As- 
sistant Visiting Surgeon for Diseases of Women, 
Boston City Hospital; Assistant Surgeon, 

Gynecological Depart., Boston Dispensary. 


| (This paper will be confined to the mechanical 
| indications for Caesarean section, in order to 
keep within normal limits of time and space. ) 


I BELIEVE that it may be assumed that the aim 
of succesful obstetrics is to secure 100% of liv- 
ing mothers and 100% of living shihidown. To 
go still further, no obstetric case can be consid- 
ered to have resulted with perfect success when 

‘the mother is left in a state of invalidism, or 
| permanent injury has been done to the child. It 
|is, perhaps, too much to expect that the practice 
‘of obstetrics will ever quite reach this ideal 
state; nevertheless, it should be our constant en- 
|deavor to approximate it. 

| Probably no branch of medicine or surgery 
_has been more hampered with mediaeval super- 
stition than obstetrics. Of the obsolete tradi- 
tions whose influence is still felt, two may be 
singled out as particularly pernicious. 

The first of these is the teaching that 95% or 
more of all cases of labor will terminate sponta- 
‘neously if left to nature. 

The second is that the hard high intrapelvic 
operations, while having a considerable fetal 
‘mortality, are without danger to the mother. 

I shall not take up your time to discuss the 
first of these superstitions. The experience of 
‘every practitioner has refuted it. It does not 
seem to be so generally understood, however, 
‘that the difficult intrapelvie deliveries have a 
maternal as well as a fetal mortality, and, as I 
shall show, that this mortality is essentially as 
great as that of early Caesarean section. 

It has been extremely difficult to find honest 
statistics in the literature, but after much search 
I have collected a few, which are presented in 
the first chart. 








* Read before the Chirurgical Society of Boston, April 23, 1915. 
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INTRAPELVIC OPERATIONS. ful eases should be abandoned, and either Cae- 

















Cuarrt I. 'sarean section done before the onset of labor or 
a = Sa —=\the patient allowed to go on to a spontaneous 
éstiadin casee, | ater Fetal | delivery or a craniotomy. ' é' 

Deaths. Pets. | With the first two of his conclusions there 

uemeeet _can be no difference of opinion. That so far as 

Lipsky? (Moscow, 1899-1912)... | 225 2 — | possible Caesarean sections should be dune be- 

Leopold’ (Dresden).......... | 173 | 20 215 fore the onset of labor is desirable for many 

ar ae sana teers | a: | : | jg Teasons, but that Caesarean section after labor 

Peham® (Vienna)............. }24) 2 | — has begun should be discarded, I cannot agree. 

Edgar® (New York).......... | 252 0 | 2 In the first place, given a clean patient, under 

Nebesky* (Innsbruck)........ | 362 | 3 | 27 clean conditions, handled with strict asepsis 

SUNRREW" (AOSOW).. «+++ > +s | a2 | 4 63 from the start of labor, and with unruptured 

Geer | 2936 | 37 | 346 | membranes, there is no good reason why a few 

_ Sa ee ee E = ___ hours of labor pains, or one or two vaginal ex- 
Matatedd wmastetiiy...... 1.2% aminations should increase the mortality. 

Foetal mortality......... 17.2% Second, while the pelvis can be measured, the 


\size of the baby estimated, and the relation of 

I have edited these statistics and excluded all| the head to the brim determined before labor, 
deaths from eclampsia, placenta praevia and there are still a few important factors which 
extra-pelvie conditions, reducing the causes of cannot be foretold. These are the exact date of 
maternal death to shock, hemorrhage, infection, | labor, the amount of moulding and degree of os- 
rupture of the uterus and pulmonary embolism. sification of the head, the resistance of the soft 


The mortality (1.2%) represents the results in 
some of the best obstetric clinics in the world. 
The average fetal mortality in these same clinics 
is 17.2%; and this does not include the para- 
lyties, the idiots and the epileptics resulting 
from these deliveries. If in good hands the 
maternal mortality is 1.2% and the fetal 17.2%, 
one can only conjecture what these will rise to. 
in the hands of poorly trained practitioners. | 

The destructive operations, as one would ex-| 
pect, present a still higher mortality. Pinard?®| 
and Bar’? in Paris, Hannes" in Breslau, and. 
Gushee?* in New York, give the mortality as 
11.5%, 9.39%, 5.1% and 11.4% respectively. | 
It may be argued that these statistics run back 
into prehistoric times, but fortunately one has to 
go back a considerable distance to get together 
statistics on craniotomy. 

Now as to Caesarean section, Reynolds ** in 
1907 collected all the Caesarean sections per- 
formed during the preceding ten years by ob-| 
stetricians who had done at least five operations. 
He classified them under three headings :— 


1. Primary. 
2. Secondary. 
3. Late. 


He classified as Primary Caesarean Sections 
all those done before the onset of labor; 

As Secondary Caesarean Sections, those done 
early in the first stage; and 

As Late Caesarean Scctions those done after 
six hours of strong pains, or where the os was 
dilated more than the size of a half-dollar. 

There were 82 primary operations with 1 
death, a mortality of 1.2%; 158 secondary with | 
6 deaths. or 3.7% mortality ; and 49 late with 6! 
deaths, 12.2% mortality. 

From these results, Reynolds argued that the! 


parts and the way the uterus is going to act. 

In the Dresden" clinic, in 6,865 contracted 
pelves, spontaneous delivery or low forceps ter- 
minated labor in 88%. 


tre eer 64.2% 
Se WE Kcncavescoveeens 81. % 
i TENN og kncewcicecsess 75-80. % 
SG UE” piwanieesceeaacauwe 66. % 
in Vienna (Chrobak)*® ........ 54.5%! 
in Vienna (Braun)”° .......... 37. % 


Most of us remember patients who, after a 


‘hard operative delivery with perhaps loss of 


the baby in the first pregnancy, have had a 


‘rapid normal labor with the second. 


It seems to me more practical to divide Cae- 


‘sareans into two classes rather than three, that 


is to say, uniting Reynolds’ primary and secon- 


dary operations in one group, which I should 


call early, and including all patients operated 
on before twelve hours of labor. Those oper- 
ated on after this time or after attempts at de- 


livery have been made I should classify as late 


Caesarean sections. With these last, however, it 
is not my intention to deal. 
The recent literature of Caesarean section is 


enormous, and it would be a stupendous task to 


cover it. I have collected from the literature, 
going through only the more important journals 
for the past few years, all series of ten cases or 
over reported by the same operator or from the 
same clinic, excluding as far as possible all ex- 
cept early Caesarean sections. Large series of 


operations are often reported in such meagre 


detail that undoubtedly some late Caesarean 
sections have been included in this list. 

In 846 cases of early Caesarean section there 
were 14 deaths, a mortality of 1.6%, which is 
approximately as low as Reynolds’ figure for 





primary Caesarean section was a very safe pro-|primary Caesarean section and one per cent. 
cedure, the late Caesarean a very dangerous |Jower than the mortality for early Caesarean 
procedure, and that the test of labor in doubt-} sections made by combining groups one and two 
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CAESAREAN SECTION, 
Cuart II. 





Author. Cases. Deaths. 
BIE ac ccccewss 107 0 
Et Davis .siccs 103 1 
es ee 129 4 
eee ee 60 1 
DEE oaacdaee oe 60 4 
ME x otane assreieteinreis 60 1 
IE oxictoaedvate7 <4 48 0 
Humpstone*® ....... 25 0 
NS daceweess es 50 2 
PS TRE” osKs scenes 49 2 
all eee 25 0 
I ects 3s Histone 20 0 
MS ovarian soxiaia's 28 0 
BOE” kc vclecsawees oT 0 
Rachmanow” ...... 30 2 
NS ig worey wip ane 8 0 
WATTCR™ 225 is cneso 6 0 
WURMIMNS” oo oc cces 14 0 

TOL ccswrsiwns S49 14 
Maternal mortality ..... 1.6% 


of his paper, thus showing that our results are. 


constantly improving. 

Another large group of statistics appearing 
in the literature is that collected by Routh,* of 
1,282 Caesarean sections by British operators. 
Of these there were 469 early cases, with 14 
deaths, a mortality of 2.9%. I have not in- 
cluded these cases with my statistics, because 
they represent the work of 100 different oper- 
ators, extending back over a period of nearly 
forty years. 

The mortality from Caesarean section is still 
too high, but I believe will continue to improve 
The statistics I have given were in large part 
collected from hospital clinics. Now it is a 
matter of observation that hospital patients 
stand laparotomies worse and difficult operative 
deliveries better than private patients. The 
reason for this is obvious. The greater cleanli- 
ness of the private patient, and the better 
physique and endurance of the hospital patient 
are satisfactory explanations. Therefore, fig- 
ures collected entirely from private practice 
would undoubtedly be even more favorable to 
Caesarean section. 

Two other procedures which have been de- 
vised for use in border-line cases remain to be 
discussed :— 


Pubiotomy, and 
Extraperitoneal Caesarean section. 


Pubiotomy has never been received with en- 
thusiasm in this country, and certainly cannot 
be considered as a competitor with Caesarean 
section performed in advance of labor. [ts dis- 


advantages are obvious. Its field of applica-_ 


tion is limited to pelves whose conjugata vera is 
over 7 c.m., rendering it useless in pelves of 
marked contraction. It is a mutilating oper- 


ation. Deep tears of the soft parts, and bladder 





! 

|injury, are common. It does not infallibly, ac- 

'cident excepted, guarantee a living baby as does 
Caesarean section. Its technic is difficult, re- 
quiring many assistants, constant guarding 
against injury of soft parts and contiguous or- 
gans, and a much greater degree of obstetrical 

skill than does Caesarean section. It cannot be 
performed until after some hours of labor, as 
| the cervix and birth canal must be partly soft- 
| ened up before delivery can be undertaken. 

All writers agree that pubiotomy is contra- 
indicated in the presence of infection, and is, 
therefore, ruled out in late cases. 

Finally, the actual results of pubiotomy have 
‘not been as good as those of early Caesarean sec- 
| tion, as shown in the accompanying chart. Pu- 
biotomy has a mortality of 2.6% as compared 
with 1.6% for early Caesarean section. 


PUBIOTOMY. 
Cuart III. 








Author. Cases. Deaths. 

MONE occa cess 85 2 
Van de Velde” ..... 40 1 
GEN ora do) Sib ara 19 0 
Harbleicher® ...... 16 0 
PEGGBRE” .6sscuca 9 0 
Jacobson* (All 
American Gases ) ass) 3 

ce ya a 6 

Maternal mortality ..... 2.6% 


The extraperitoneal Caesarean section is still 
on trial. There are, according to Nicholson,**® 
some twenty modifications of this operation. 


- Space forbids us to discuss these in detail, but 


for practical purposes they may be divided into 
transperitoneal and true extraperitoneal Cae- 
sarean sections. The chief examples of the for- 
mer are the operations of Frank, Sellheim, and 
Veit and Fromme. While differing in details of 
technic, the general principle is the same in all. 
The peritoneal cavity is opened. The uterine 
peritoneum is incised and stripped off the an- 
terior face of the uterus and united to the cut 
edges of the parietal peritoneum either by su- 
ture or clamps, thus excluding the peritoneal 
eavity hefore opening the uterus. 

Of the true extraperitoneal types of opera- 
tion, those of Doederlein and Latzko are the best 
known. In these the peritoneum is not opened, 
but is dissected upward, after a low incision is 
made through the other layers of the abdominal 
wall. and access to the uterus is obtained 
through the parametrial tissues. The disadvan- 
tages of this type of operation are many. 


1. Difficulty of technic. 

2. It exposes the parametrial tissues to in- 
fection and contraindicates the operation in 
late cases. 

3. Injury of the bladder, and opening the 
| peritoneal cavity are common. 
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Since the operation affords no advantages over good. The description of technic in most in- 
the classical oy renee ~— Y in early an, (siren was so hazy that I have not tried to 
and is contraindicated in the late cases where | separate the various types of operation in this 
the classical Caesarean is also contraindicated, it | table, but have put them all together. 

is evident ~~ the ee extraperitoneal Cae- | My position in regard to the management of 
sarean is not of much value. ‘labor in contracted pelves is as follows :— 

My experience with extraperitoneal Caesarean; In marked cases of pelvic contraction and 
section has been limited to one case done by the | cases of marked disproportion between the head 
transperitoneal ee - he out-| and the pelvic brim, Caesarean section should 
eome, but particularly instructive. 1S pa-| be done before the onset of labor. 

‘ent, a primipara with an absolute Caesarean| ll primiparae where the head is high at the 
pelvis, entered the City Hospital last February, end of pregnancy, whether or not there seems to 
not in labor, and with a completely detached | he any disproportion between the head and the 
normally situated placenta. Under these condi-| brim, and even if the pelvic measurements are 
—_ ee section ae _ fot — — — be yr sap - — —_—. 
method of delivery, and as ew nothing | dates for Caesarean section until a few hours o 

about the previous handling of the patient, I |]abor have demonstrated whether the uterus can 
chose the extraperitoneal method. A low median | drive the head through the brim. 

incision was made and the peritoneal cavity High forceps and version are unjustifiable op- 
rs ny a SS cae i ges: | ea cra na < term, nigon, Sc wor 
ransverseély just above the Diadder reflex and jor the mother than early Caesarean section, an 

stripped off the anterior face of the uterus up- | having a fetal mortality of over 17%, besides 
ward - a distance of — five ‘ge ~ “a permanent injuries to the brain and nervous 
edges of the uterine united to the edges of the | system. 

parietal peritoneum by a continuous catgut} Pubiotomy is a complicated and difficult oper- 
suture. The peritoneum thus being excluded, | ation, having a very limited field of application, 
the uterus was incised in the median line and the | and even in this field produces no better results 
child delivered by forceps. Closure of the uter-| than Caesarean section. 

ine wound and abdominal wall by interrupted | The extraperitoneal Caesarean section of the 
suture, in layers, with drainage of pre-uterine | transperitoneal type offers a possible advance in 
space. ‘our methods of handling late and infected cases. 

The patient a »? 4 emboli¢| J wish to mention two other indications for 
pneumonia on the fourth day, which gave us, | Caesarean section :— 
however, an opportunity to investigate post- 

















mortem the technical success or failure of our| 1- High abnormal presentations in the primi- 
operation. Althoughthe patient’s condition | P@ra. whosem 

had been so poor that the union of the perito-| 2. Late primiparity. 

neum of uterus and abdominal wall had been) 4  qyygop high abnormal presentations I 


done hastily, the entire operation occupying less 
than twenty minutes, and although there had 
heen free bleeding on opening the uterus, not a 
single clot nor a bit of excess fluid was found 
in the peritoneal cavity post mortem. This 


should include the high breech, high face and 
transverse in the primipara. What I have said 
in another paper®” regarding Caesarean section 
for primiparous breech it appears to me applies 
equally to the other abnormal positions. 


proves that, anatomically, at least, the operation 
presents some possibilities for use in infected 
eases. 


‘‘The existence of one of these presentations 
in a primipara always means some disproportion 
between the fetus and pelvis or between the 
fetus and uterine cavity. Unless it can be defi- 
nitely established that this disproportion is one 
of absolute or relative small size of the fetus, 
Caesarean section before the advent of labor 
should be the method of choice for delivery.’’ 

__ 2. All primiparae over the age of 35 are best 
'delivered by Caesarean section, because of the 
rigidity of the tissues. A recent writer®* has 
tried to show by statistics that the only effect of 
age in primiparae is a slight increase in the du- 
ration of labor and a decided increase in the 
_|number of forceps deliveries. But while in some 
_late primiparae delivery is not attended by 
great difficulty, in a not inconsiderable propor- 
tion of these cases an attempt at delivery by 

Now as to results,—255 cases with 9 deaths, a} the natural passage will result in deep tears, 
mortality of 3.5%, which, considering that | profound shock and loss of baby. Therefore, in 
many of these were in late and infected cases, is | view of the safety of abdominal delivery for both 


EXTRAPERITONEAL CAESAREAN SECTION. 


CuHart IV. 








Author. Deaths. 








Kiistner® 
Weibel*® 
Baum 

aisch® 
Richter™ 


Total 


a ee 
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mother and baby, the atin of choice in these | [showed a 2 2% mortality. De “ont says further: 


eases should also be Caesarean section. 
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CAESAREAN SECTION—OVERDONE. 


By Foster S. Kettoce, M.D., Boston. 


CAESAREAN SECTION is the most overdone oper- 
ation in this community at present. 


sons. The principal one is that the idea—or 
delusion—prevails that it is an absolutely safe 
procedure. The principal reason it is consid- 
ered safe is because it is simple. That does not 
follow. I shall try to show that Caesarean sec- 
tion is not especially safe. 

De Lee, quoting Routh’s series of 1280 Cae- 
sareans done in Great Britain to 1910, states that 
there has been a steady decrease in mortality 
until now in favorable cases the mortality is be- 
tween 2 and 4%. In cases of prolonged labor 
when forceps had been attempted, the mortality 
was 34%. The general mortality was 11.6%; for 
the last five years 8.1%. Cases operated at the 
beginning of labor with membranes intact 


\‘‘In spite of most rigorous asepsis and a perfect 


‘technic, the operation has a high morbidity. 


Infected suture material has caused the most 
trouble in my cases, and the secondary union has 
been followed by four hernias that I know of. 
Ten of the forty-nine cases had severe febrile 
reaction, 1 marked peritonitis (re-operation, re- 
covery), 3 post-operative pneumonia, 4 uterine 
abscess, and there were 2 cases of temporary il- 
eus, 2 of dilatation of the stomach (all with 
alarming symptoms). Two women died, 1 from 
peritonitis, 1 from nephritis, the operation be- 
ing undertaken for eclampsia. Taken all in all, 
it is not an operation to be lightly advised.’’ 
‘*Polak in 1909 collected 150 cases of repeated 
section which showed a mortality of less than 
5%.?? 

Reported statistics with varying mortality 
ean be added, series of 20, 30, or more cases 
without mortality have been reported; but the 
fact remains that about 5 women of every 200 
subjected to elective Caesarean section at the 
most favorable time will die; and that about 
20% of cases done for reasonable indication, but 
not under most favorable circumstances, will be 
sick. These figures may be shifted up and down 
at will by altering indications and cirecum- 
stances. From the results with which I am 
familiar, without analyzing them at the present 


| . . 
time because they will presumably be carefully 


analyzed and published in the future, I see no 
reason to consider that the results in Boston in 
excellent hands and favorable surroundings, op- 
erated at the time of election, are better in 1913 
and 1914 than the above. In one public hos- 


‘pital, for example, the mortality from 1913 in 


January to 1915 in May was about 8% in 75 
odd cases. By adding 13 cases without. a death 
to August 31, 1915, we reduce the mortality to 
about 6.5%. By taking the last 42 eases alone, 
we can call the mortality 0. The purpose of 
these figures is only to show that there is still 
an appreciable death rate. 

Outside of public hospital practice, I am fa- 
miliar with 10 reeent cases which illustrate the 
danger of the operation per se in private work, 
in private well-equipped hospitals in the hands 


pemnage of well-trained obstetricians. Presumably these 
Caesarean section is overdone for many rea-| 





cases were indicated; it is not the purpose to 
show that they were not. Seven of the 10 cases 
died; 3 recovered after being so sick that 
whether they lived or not seemed a matter of 
chance, What proportion these cases represent 
of the whole number of Caesareans done by this 
sroup of men is not the point. They occurred 
within a year in this community among a small 
group of good obstetricians. 

It seems fair to admit at least, from above sta- 
tistics, from these cases, and from anybody’s ex- 
perience with hospital cases, that Caesarean sec- 
tion is as quoted from De Lee above, ‘‘not an 
operation to be lightly advised.’’ 

On what indications is it being advised in this 
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community? The honest answer is, ‘‘Almost nosed on account of the tight wall. By Cae- 
anything that keeps a baby from flopping into sarean these less than desirable additions to a 
the world itself.’” We may omit discussion of family have the best chance of living, a burden 
the accepted reasons for doing Caesarean: for to all. Having subjected a woman to a Cae- 
absolute pelvie indication, for relative pelvic sarean risk for a cephalic monster which lives, 
and fetal head indication, for impacted pelvic we must repeat the Caesarean with somewhat 
tumor, for central placenta previa with tight added risk in a future pregnancy with some 
long cervix, for atresia of vagina, for certain chance of the same type of offspring. This is a 
ablatio placentae eases with tight os. Nobody very displeasing prospect. This raises the 
questions Caesarean for these indications; with question of repeated Caesarean after the first, 
them, if the patient dies, it is on nobody’s con- which does not need discussion here, except to 
science. The best has been done. say that the majority of the best men believe it 
Let us look at some other indications that wise,and that new evidence is accumulating in 
have been advised and see if on losing a patient its favor all the time. A second Caesarean done 
by Caesarean for one of them the operator’s con- recently in Chicago showed the uterine scar 
science can be as clear. made up of half-inch spaces of peritoneum 
(1) Primary Caesarean Section for Women alone—intersected by small bands of muscle; in 
with Unfit Nervous Systems and General Make- the opinion of the operator it must certainly 
up. No men were better able to see this type of have ruptured in labor. It is stated by the 
case and in better position to determine the author of ‘‘Caesarean for Primiparous Breech’’ 
theory of treatment than the authors of this that no direct comparison between the fetal 
theory at the time of its original promulgation. | head and maternal pelvis can be made in breech 
At present, however, with gas-oxygen anes- presentation. This is true; but by carefully 
thesia, it is possible to carry such a patient going over the head and pelvis, in the light of 
through a labor, or to a place in it where oper-| previous experience, a working judgment may 
ation is safe, without strain. C. H. Davis of be formed. Recentiy a patient with a pelvis 
Chicago tells me he has used it eleven hours; it | 25-20-17-814, rupturing membranes at the be- 
has been used hereabouts five or more, and can | ginning of labor, delivered herself of a 6 Ib. 
be longer. Seopolamin-morphine anesthesia in| 14 oz. baby without perineal tear under gas. 
the hands of its trained advocates can be used This illustrates what I mean: If the baby had 
for the same purpose in this type. It seems, been larger, Caesarean would have been consid- 
therefore. that this indication is now limited ered in this pelvis. 
strictly to the physically unfit, probably a very, (3) Caesarean Section on the Pelvic Indica- 
rare type. tion. Reynolds and Newell’s text-book states 
(2) Caesarean Section for Primiparous that 11-12 em. is the normal diagonal conjugate. 
Breech, where the presentation is not due to a| The true conjugate varies with the individual 
manifestly small baby in relation to the pelvis. estimate and depends on the width and thickness 
Any man fit to do Caesarean section presumably of the symphysis and inclination of the pelvis; 
knows how to deliver or extract a primiparous | roughly it is from 314-4 in., or 914-10% em. 
breech as an expert; therefore the mortality on | Less than 81; in. is a relative pelvic indication. 
primiparous breeches in such hands may be It has been shown that many babies will be de- 
called 10%, as stated by Williams and others. livered safely or deliver themselves with minor 
Some of the fetal mortality is due to failure of | degrees of pelvic contraction, and the decision 
use, even by trained men, of two procedures. |for or against Caesarean rests on the size of the 
namely bagging the cervix to full dilatation if baby, and whether or not the presenting part 
it does not dilate spontaneously, and deep|can he put into the pelvis with or without an 
episiotomy in a tight perineum. Much of the anesthetic, or whether or not it overrides the 
slight additional maternal risk due to the pres- symphysis if it eannct be put in, and sometimes 
entation is abolished by these procedures. Also} on what it will do under test of labor. We now 
many breeches are lost by a failure to flex the|come to a series of Caesareans done on minor 
head before attempting to get it down, by not | degrees of pelvic contraction in cases with a dis- 
following the mechanism of the after-coming | astrous previous delivery for the baby. As the 
head in the flat pelvis, because an extra pair of | cases are reported no attempt was made, either 
trained hands is not serubbed up, and because | with or without an anesthetic, to determine the 
suprapubic pressure is not correctly applied.) above points, nor were the cases allowed any 
However, admitting the correct performance of |test of labor. When we think of the general 
these procedures and admitting for the sake of standard of obstetrics it seems unfair to subject 
argument that 10% is the lowest mortality ob-|a woman to Caesarean purely on her history. 
tainable, which is probably not true, shall we| We have all seen cases, giving a history of and 
submit a woman to a 2.2% immediate risk and a| showing results of a previous hard operative 
5% subsequent risk in future Caesareans for the| delivery, deliver a second baby before the physi- 
sake of a 10% fetal mortality ? I think not. In ad-|cian’s arrival. The other day a woman with a 
dition, some primiparous breeches are cephalic] flat pelvis, D.C. 10, who objected to an early an- 
monsters which often cannot be previously diag-| esthetic and in whom the fetal head could not be 
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put into the pelvis without,and seemed slightly (a) Toxemia without convulsions. (b) Eclamp- 
to override, with a history of forceps delivery, | sia. 
the baby dying soon after birth, and the present| (a) To take a toxemic patient without convul- 
baby estimated at 8 Ibs., took in labor and when | sions and subject her to a laparotomy, putting 
seen two hours afterwards, had the head well in | out ef commission for some hours at least and 
the pelvis and nearly full dilatation: she came | sometimes days, our major practical eliminative 
to easy low forceps. All things were previously | channel—the bowel—and throwing added strain 
prepared for Caesarean. This illustrates what I on the kidneys as well, seems irrational when 
mean in this type of case. ‘we can bag the patient and eliminate at the same 
(4) Caesarean has been done for other rea-|time labor is progressing, or in favorable and 
sons. as follows :— ‘urgent cases, do vaginal Caesarean without put- 
, : . , |ting the bowel out of action. It will be argued 
(a) After attempted high forceps in which | ¢oy this theory that it is more important imme- 
the head could not be made to enter the superior | diately to get rid of the source of the toxin, ie. 





strait. This may or may not be an indication. | tho eontents of the uterus. than to preserve the 


Successful difficult high forceps operations re- 
quire a type of axis traction equipment which 
will make real axis traction. J. Whitridge Wil- 
liams in his discussion of axis traction has point- 
ed out once and for all that true axis traction 
ean be made only with a rod and handle of the 
Tarnier type, that is a straight drop rod for the 


‘means of elimination of the accumulated toxin; 
‘but in practice it is to be remembered (1) that 
‘only a very sma!l proportion of toxemics become 
‘eclamptics, if emptied by bagging on progres- 
‘sive symptoms; (2) that post partum eclampsia 
‘occurs sometimes as late as the seventh day, that 
it oceurs especially if elimination is neglected ; 


handle which falls below the anus, because the | (3) that usually, though not invariably, the out- 
axis of the superior strait prolonged carries out /eome of a toxemic case depends on whether or 


through the tip of the sacrum. Irving has re-| not jt eliminates. Prognostically, if the bowels 
cently shown forceps of this type, superior to| move the patient usually gets well. It may be 


the Tarnier, but possessing this necessary fea- 
ture. Most operators hereabouts use forceps 
with absolutely straight rods; they are powerful 
instruments but obviously do not make com- 
plete axis traction. Perhaps this accounts for 
some of the cases in which Caesarean is done 
when high forceps fails. 

(b) Caesarean has been done for prolapsed 
cord in a young primipara, *4 dilated, trans- 
verse, with true conjugate 314 in. and ‘‘fair 
sized baby.’’ She had been examined by an- 
other physician. Why was Caesarean done? 
is hard to see from the report. 

(c) Caesarean has been done in a young 
primipara, true conjugate 314, fully dilated, 


‘that this is putting the cart before the horse, 
'that toxemics who die do not eliminate because 
'they are profoundly toxemic; but from either 
point of view elimination by the bowel is the 
/most important single feature of a case. 

(b) Eclampsia. The same argument holds 
'good in eclamptics more strongly Since they 
-are more toxic it is still more important that 
they eliminate, hence Caesarean is unwise; since 
they are highly susceptible to shock, rapid in- 


|strumental and prolonged difficult manual dila- 


t/ tation is unwise; rapid vaginal Caesarean in 


suitable cases or bagging with traction is the 
method of delivery, controlling the fits with 
morphine and eliminating all the while. Ac- 


transverse, arm prolapsed, membranes ruptured | cording to J. T. Williams, the maternal mortal- 
5h mention of condition of ut No|ity is 48.2% in C for eclampsia, dilata- 
» hours, no mention of condition of uterus. No/|ity is 48.2% in Caesarean for eclampsia, dilata 
mention of baby. Why was Caesarean done?|tion of the cervix 7% to 26%, and vaginal 
Certainly a fillet to the arm would have ren- | Caesarean 3%! to 18%. I think consistently do- 
dered version and extraction easier than other-|ing vaginal Caesarean on early and suitable 
wise, and bringing an arm up from the vagina | cases, bagging with traction on cases with tight 


with five hours ruptured membranes increased 
the risk of Caesarean. 


(d) Caesarean has been done in the following | 
ease: Cervix not fully dilated after seven! 


hours, with presenting arm, true conjugate 31/, 
weight of baby not given. stated to be of large 
size; and for several other conditions; twins 


with first transverse and prolapsed arm; an| 


intramural fibroid size of hen’s egg, which made 
engagement questionabic. No attempt to en- 
gage it is recorded. 

All the above cases made absolute recoveries. 
Therein lies the danger. They will be repeated 
until maternal death occurs. The indication is 
not clear in any from the report. 


(5) Caesarean in Toxemia of Pregnancy. 





(oS not suitable for vaginal Caesarean and man- 
ual dilatation and delivery of those very readily 
dilatable will give better statisties than the 
above. An operator preparing to deliver a tox- 
/emie or eclamptie should have in his boiled out- 
fit suitable instruments for these three men- 
tioned procedures. 


Peterson, among others, in a large number of 
cases has shown that emptying the uterus as 
soon as possible is the wisest treatment of 
eclampsia and toxemia. This corresponds with 
the theory of disease. The reason Caesarean has 
appealed is because it is so rapid, it superseded 
naturally enough the rapid divulsing of the 
rigid cervix with its high primary mortality 
from shock and lacerations with sepsis and rup- 
|ture, and is undoubtedly less risky in cases with 
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| 
tight os. Vaginal Caesarean is unfamiliar and | 
suitable only to cases in which the cervix can be 
pulled down and the baby is not too large; bag- 
ging with traction is considered too slow, requires 
sometimes an extra anesthesia from which the 
patient emerges undelivered, is not pleasant for 
the patient, requires time and constant atten- 
tion, and infection is feared ; hence it has not ap- 
pealed. As a matter of fact it is more or less 
puttering and does take the physician’s time. 
but such eases do anyway; it is not over pleasant 
for the patient, but it carries no greater 
risk of infection than any other cleanly 
done procedure; it is often surprisingly rapid, 
and it carries a margin of safety over divulsion 
of the tight cervix and abdominal section. For 
reasons stated above it deserves far more 
consideration than has been given it. The great- 
er safety compensates for its added time. One 
of the chief objections is that the stem of the 
bag frequently pulls off, but this will be rem- 
edied soon by making a bag reinforced at the 
junction of the stem and dilating portion. 
Many Caesareans are done for toxemies and 
eclamptics. It is commonly stated by those who 
oppose Caesarean section for eclamptics that it 
should be done only when there is a pelvie indi- 
eation in addition. I would go further than this 
and state that we should take longer chances on. 
the pelvie indication than as though the patient 
did not have toxemia or eclampsia, and only do 
Caesarian in an absolute pelvis; first because | 
the patient is more likely to die if we do Cae- 
sarean than if we do not, and a live baby and a 
dead mother is a poor combination, much poorer | 
than a live mother with prospects and a dead. 
baby; second because toxemie babies are noto- | 
riously likely to die— in which case we may | 
have lost both patients. To do Caesarean on an 
eclamptie or toxemic is to overrisk the mother 
for less than normal chance of a ‘‘going-to-live’”’ 
baby. Therefore it seems logical to take more 
chances with the eclamptie or toxemie mother’s | 
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broken compensation cardiac, especially a primi- 
para, is a difficult case at best and statistics as 
vet do not show enough to state absolutely that 
Caesarean is contraindicated: the future will 
show; but these cases are even more prone to 
extreme distention than ordinary Caesareans, 
which in themselves, are very prone to 
have troublesome distention, and between the 
constant effort to relieve gas pressure and the 
gas pressure itself these cases may well die in 
the first few days of the puerperium of exhaus- 
tion. A certainly fairly definite percentage of 
Caesareans, too, get acute dilatation of the stom- 
ach; a broken eardiae developing acute gastrie 
dilatation would be a bad risk. Also in Cae- 
sarean the intra-abdominal pressure is altered 
somewhat more rapidly than in delivery from 
below; this is theoretical but may deserve some 
consideration in the matter. The first stage of 
labor, especially under a narcotic, as morphine- 
scopolamine anesthesia with oxygen occasionally 
administered, takes little out of a cardiae, and 


the second may be handled with ether-oxygen 


nareosis from an ordinary Flagg portable gas- 
ether machine and forceps to prevent strain. 
It is a fact that many eardiaes dilate and even 
deliver with exceptional rapidity. Vaginal 
Caesarean with morphine-ether oxygen anes- 
thesia seems the choice where induction is nee- 
essary and the ease favorable; bagging wher. 
not. 

(7) Caesarean Section Performed Any Time 
in Labor and under All Conditions. Within 
the last month two Caesareans were performed 
hereabouts in hospital under the following condi- 


tions: (1) Patient in labor 24 hours, membranes 


ruptured some hours, repeated vaginals and at- 
tempted forceps outside. Brought to hospital, 
uterus in tetanie contraction, membranes rup- 
tured, enormous caput filling vagina, baby alive. 
baby obtained, 
febrile convalescence and 
(2) The other,— 


mother ran a slight 
went home in good condition. 


pelvis than as though she were not toxemiec, | ‘‘twilight sleep’? for 24 hours in a hospital; at 
hoping, if it is a border-line, that the baby will|the end of that time Caesarean was done for 


be moulded down; if it isn’t, high forceps, pu-| 
biotomy or craniotomy are fairer, the cervix | 
heing fully dilated by a bag. In a disease earry- 


ing the mortality of eclampsia, a live mother | 


with prospects of more 
isfy the most exacting. If a live baby is ob- 
tained so much the better; but consideration for 
a toxemic or eclamptic baby should not be al- 
lowed to inerease the already great maternal 
risk. 

(6) Caesarean for Breaking or Broken Car- 
diaes. This is a procedure with high recommen- 
dation back of it, yet it does not seem logical. 
True, it removes all strains of labor, and so is 
perhaps applicable to cardiac eases still in good 
shape but near the danger line, or in eases which 
have broken and under appropriate treatment 
have come back; but in broken eases it adds 
the strain of distention, persisting often for 
some days if the patient does not succumb. A 


babies is enough to sat- | 





On the fourth day 
13 Outcome not 


ov. 


‘‘insufficient progress.’’ 
temperature 103, pulse 
known, 

The results of these operations do not alter the 
facts that the operators took too great risks, 
greater risks to somebody else than anybody has 
a right to take; and if they know enough to do 
Caesareans they know enough to know this. J. 
Whitridge Williams’ recent article on Pubiot- 
omy, written after a good many years’ experi- 
ence with it, and with a field narrowed by this 
experience, shows it to be the operation of choice 
on late, neglected or misjudged border-line 
cases, at least where a living baby is demanded; 
and craniotomy on a living child, especially 
when it stands a chance of intracranial hemor- 
rhage or ultimate death from exhaustion, is in- 
dicated as against late and probably infected 
Caesarean. 

(8) Caesarean Section by General Surgeons 
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Untrained in Obstetrics. Many surgeons here-| due to birth injuries. Ile who promises a nor- 


abouts who profess themselves unable to apply | 
low forceps, and those who are untrained in ob- | 


stetrics but do not profess it, do Caesarean sec- 
tion, presumably under the orders of general 
practitioners whose professional judgment and 
care is not sufficient to tell them in advance in a 
reasonable number of cases what will be de- 
manded at time of labor. One naturally ques- 
tions on what and by whom is the decision made. 
And one is forced to the answers: ‘‘ Because the 
baby does not come,’’ and ‘‘ By two men equally 
incompetent to decide.’’ This may seem ex- 
treme; but when we have the surgeon operator, 
often professedly ignorant of obstetrics, and we 
hear from teachers throughout the country the 
deplorable condition of general obstetrical prac- 
tice, it may not seem unfair. It may be and 
probably is true that it is safer for the average 
general surgeon to cut the baby out through the 
abdomen than to attempt to deliver from below, 
but why should a surgeon set up to do consult- 
ing obstetrics in one breath and be proud that he 
doesn’t know how to use forceps in the next? 
Any good surgeon may be a good obstetrician 
as well, may indeed be a good obstetrical consul- 
tant, if trained and doing enough obstetrics to 
keep his hand in; that sort of man is not here 
referred to. The sort of man I do speak of is 
among us adding to the number of unnecessary 
and dangerous Caesareans. 

(9) Caesarean section has perhaps in some in- 
stances been done for personal advertisement or 
for commercial reasons on account of the poor 
fee for poor work that is often paid for ordinary 
deliveries. These instances are rare, however, 
and since they occur in that small proportion 
of the profession who have sunk medicine in all 
its branches to the level of ‘‘make’’ require no 
comment here. 

In conclusion, three matters present them- 
selves in connection with this subject: (1) The 
old attitude of many general men toward Cae- 
sarean section persists—they still believe it is the 
saving operation of last resort. They have this 
idea so firmly fixed that in private hospitals 
they will hunt until they find some one who will 
do Caesarean in late cases; while in public hos- 
pital cases they are frequently abusive when it 
is not done on their patients. (2) It is usually 
stated that the mortality on Caesarean babies is 
zero. It is not zero actually even if it is theo- 
retically. I know of two macerated fetuses 
where the fetal heart was said to have been 
heard before operation; 2 babies died of ‘‘atelee- 
tasis’’? in some 75 Caesareans at the Boston 
Lying-in; occasionally a baby dies of prema- 
turity, of congenital heart; monstrosities occur; 
toxemie babies die sometimes and so on. When 
figuring mortality in Caesarean babies from the 
practical point of view of the family you are 
forced to figure in mistakes in hearing, inex- 
cusable if you like, but occurring, and in esti- 
mation of size and dates, and all other causes of 
death in the first two weeks of life except those 


| 





mal live baby for every Caesarean, and this is 
being done as an argument for them, if he does 
enough will break his promise. (3) It is stated 
by men with good Caesarean experience that 
their patients are all well afterwards. This has 
not been my experience in the limited number I 
have seen after operation, nor is it possible to 
feel quite as optimistic in general in this regard 
as the men referred to, because we know that 
a certain number of laparotomies, especially 
women, are constantly aware of the operation 
either from sear pain, adhesions, bowel irreg- 
ularity or ‘‘nervous knowledge.’’ We know 
from secondary Caesareans that adhesions are 
the rule, though usually omental and benign; 
from examination that the uterus sometimes re- 
mains adherent to the lower margin of even the 
high incision,—a manifestly distorted position. 
he high incision has decreased the probability 
of hernia quoted from DeLee above. 

The purpose of this paper is not to cover 
Caesarean section. It is not to bring forward a 
statistical argument against it. It is, above all, 
not to belittle its honest value. It is written be- 
cause a good thing exploited is apt to go bad. 

“Interesting and valuable ir connection with this subject is 
‘Obstetrics a Lost Art’, Rudolph W. Holmer, Chicago, Surg., Gyn. 


and Obstet., Nov., 1915. The present paper was in the publishers 
hands about six weeks prior to the above publication.” 


ANAESTHESIA IN OBSTETRICS.* 
BY AUSTIN BRANT, A.B., M.D., F.A.C.S., BOSTON, 


Instructor in Obstetrics, Tufts College Medical 
School; Obstetrician, Mount Sinai Hospital. 


JUSTIFICATION for alleviating pain in labor 
lies in the degree of surety against harmful re- 
sults, or in the preponderance of benefit to be 
derived over the risk of possible harm. There 
is no appeal to those who take pride and _ be- 
lieve in the practice of obstetrics as an ART, in 
the policy of ‘‘letting nature take its course.’’ 
Newell, DeLee, and others have pointed out that 
labor in the woman of present-day civilization 
has ceased to be physiological. Pregnancy has 
not inaptly been ealled a disease of nine months’ 
duration. We might add that the disease is al- 
ways terminated by a surgical procedure, 
namely, labor. The dangers of shock, hemor- 
rhage, and infection behoove the accoucheur to 
bring his patient through labor in as good con- 
dition as possible. It is incumbent on him, on 
the other hand, not to add to these dangers by 
ill-advised procedures. 

It is the purpose of this paper to enumerate 
the various agents at our disposal for anes- 
thesia in obstetrical cases, and from a recounting 
of their scientific actions to deduce theoreti- 
ically their indications and contra-indications. 


“Read at the fifty-first monthly meeting of the Chirurgical So- 
ciety of Boston, November 26, 1915. 
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labor pains and their mechanism, nervous and 
otherwise. 

Painless labor is abnormal, Women, how- 
ever, vary so greatly in degree of pain felt and 
ability to stand pain, that ‘‘clinical evidence’ 
of success of any method of analgesia in a given 
case is unreliable. 

There are several points to be noted about 
uterine pains. They are involuntary and yet 
may be influenced by higher nervous disturb- 
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But first let us inquire into the subject of | rhythmic uterine contractions under bromides, 


chloral, and light ether. 

| Sympathetic stimulation, as in the intestine, 
is depressor or inhibitory to contraction. 

| The uterine muscle during pregnancy devel- 
(ops an increasing tone or capability of contrac- 
‘tion. That the stimulus for contraction comes 
‘from the distention of the organ by its contents, 
as in the case of the stomach, is reasonable to 
suppose. That this stimulus is acting through- 
out pregnancy explains the contractions that are 





ances; for they may be inhibited or augmented | known to occur, even in the early months. The 
by mental states or nervous shock. Perfect | precise reason for these contractions taking on 
spreading of the contraction over the whole of | force enough to expel the fetus, the actual cause 
the uterus apparently under certain conditions, | of the onset of miscarriage, premature, or labor 
may be easily interfered with, resulting in a at term, 1s not clear. Whether it be an increase 


contraction ring. 

Normal pains are intermittent contractions, 
followed by relaxations. This mechanism may go 
wrong with formation of tetanic contraction. 

Rhythmie contraction develops in a longer 
stage of increasing intensity to the apex, and 
then subsides gradually. The subjective pain 
does not commence until the contraction is well 
advanced. Therefore the beginning of a pain 
must be detected objectively, by the palpating 
hand on the abdomen. 

As has been said, both actual suffering and 
ability to stand suffering vary in women. That 
the process of labor is painful goes without say- 
ing. Not only the process, but the resulting 
bruises and wounds must be painful in their 
production. The alleviation of pain in labor, 
if attended by a degree of proportionate safety, 
offers a strong appeal, if only to the humanita- 
rian instinct. If, however, it can be shown that 
the relief of pain makes labor safer, it becomes 
the duty of the attending obstetrician to insti- 
tute such procedure, following indications care- 
fully and closely. 

Little is known of the exact nervous mech- 
anism of labor contractions. I quote from De- 
Lee. <A nerve centre ‘‘is believed to exist in 
the cortex, one in the medulla, in the cerebel- 
lum, and in the lumbar enlargement of the cord, 
because irritation at these points causes uterine 
contractions. 


removed from the body.”’ 


That the higher centers may affect uterine con- | 


tractions is evidenced by either inhibitory or 


accelerator influences on labor by mental or) 


emotional activity. That the brain is not neces- 
sary to the nervoas mechanism is evidenced by 
the smooth (and painless) progress of labor pos- 


: ° : . ° | 
sible in patients with transverse lesions of the| 


cord. Afferent sensory impulses are transmit- 
ted from the cervix, as evidenced by pain. That 
a refiex centre in the cord is thus stimulated and 
an afferent impulse sent back is evidenced by 
the contraction of the cervix against forcible 
dilatation. That the reflex cord nervous mech- 
anism is not absolutely essential to labor is pre- 
sumed from the contraction of the isolated 
uterus and from the non-interference with 


There is an independent nerve | 
centre in the uterus beeause the organ acts when | 


of carbon dioxide, an active hormone, or a lack 
‘of an anti-body in the blood; whether it be de- 
cidual changes, the passing of the fetus from a 
part of the maternal organism in effect, to the 
role of a foreign body; whether it be the re- 
action due to the increase of tonicity or irrita- 
bility of the uterine muscle beyond a certain 
point; whether it is one of these or a combina- 
tion is not known. Uterine contractions take 
place all through pregnancy, increase in fre- 
quency and intensity toward the end, are some- 
times felt as false labor pains (generally by 
multiparae, the same individuals who suffer 
from after-pains), and finally become true labor 
‘contractions, regular in frequency, and produc- 
| tive of work in taking up or dilating the cervix. 
| In summing up the following points are im- 
| portant : 


| 1. The primary stimulus for uterine contrac- 
‘tion is in the uterus itself. 


| 2. Depressor stimuli come from the sympa- 
thetic, inhibiting tone, as in the stomach. 


_ 3. Stimuli productive of uterine tone come 
_from the cord and are important to proper con- 
tractions. (Analogous to vagal stimuli in the 
‘action of the stomach.) 

4. Reflex motor stimuli come from the cord, 
retard the first stage of labor through spastic re- 
sistance to dilatation, but are important after 
labor to prevent hemorrhage. 


If reflex spasm of the soft parts can be inhib- 
‘ited, theoretically labor will be shortened, for 
dilatation will more readily take place. Indi- 
vidual labors vary so in length of time that it is 
hard to prove this contention. The most that 
'ean be said is that clinically this theory seems 
'to work out. It must be remembered that spas- 
‘tic contraction of the uterus after labor is of 
great advantage rather than a _ hindrance. 
Therefore the effects of cord-depressing drugs 
should have worn off by this time, that not only 
tone-producing but also reflex motor stimuli 
may be active. 

We have then three problems in the conduc- 
tion of labor under anesthetic agents: first, the 
alleviation of subjective pain; second, the in- 
hibition of excessive reflex spasm; third, the 
removal of sympathetic depressor impulses. 
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Before taking up drug anesthetic agents, it 
may not be amiss to call attention to the role 
played by the nervous and mental condition of 
the patient in the process of labor. Hyper- 
excitability, exaggerated reflexes, augmentation 
of neurasthenic or hysteric taint are recognized 
as part of the pregnant state. The question 
might be raised as to how much fear, worry, etc., 
by excessive sympathetic stimulation, have to do 
with inertias and unsatisfactory labors, so fre- 
quent among finely and nervously wrought 
women. Suggestion,. consciously or uncon- 
sciously, is used universally, and the benefits of 
the sympathy and encouragement of the physi- 
cian are well recognized, but we wish to point 
out the distinct advantage to the patient in 
labor of a confidence in the obstetrician (en- 
gaged early in pregnancy); this confidence 
earned by the physician as a result of close 
supervision and solicitous interest in the hand- 
ling of the antepartum period, It is reasonable 
to suppose that such hygiene of the nervous sys- 
tem obviates reduction of uterine tone from 
over-sympathetie stimulation. 
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The Antipyretics. Quinine has a depressant | ; 


action (after a short stimulation) on the central | 
nervous system. Its action on muscle is the) 


same. It has been advised as an ecbolic rather | 


than as an analgesic agent in obstetrics, ana 
need not be discussed here except to say that to 
many obstetricians, favorable clinical results are 
wanting following its use. 


The synthetie antipyretics are slightly de-| 


pressant to nerve centers, but not efficient for 
pain, except of neuralgic type. Antipyrin in 
large doses has been said to have been used with 
success, but such use would seem to be contra- 
indicated by dangers from poisoning. 
Bromides. The bromides depress spinal re- 
flexes, especially the connection between sensory 
and motor cell. They are of value to the ob- 
stetrician. When borne by the stomach or ad- 
ministered per rectum they aid greatly in reliev- 
ing the vomiting of pregnancy, ‘‘pressure 
pains,’’ and sleeplessness toward the end of 
pregnancy and in general in ‘‘taking the edge 
off the patient’s nerves.’’ They would seem to 


'be indicated at the beginning of labor; at the 
| beginning because of their slow action, in one 
large dose. The indication in theory is to in- 
hibit the spinal reflex, allowing labor more 
rapid progress. Their action is not strong in the 
|presence of pain, but may be used as an adju- 
vant in combination with other drugs. Bro- 
mides, for temporary action, are safe, with no 
marked effect on other organs. Contraindica- 
tions for their use are need of rapid action, fear 
of kidney irritation from the elimination of the 
salt, and sensitive stomach if administered 
per os. 

Chloral, The action of chloral is depressant 
to brain and spinal cord. It does not depress 
the respiratory centre as morphia. There is a 
depression of blood pressure and of the vaso- 
motor centre under its use. It has a depressive 
action on the heart and the blood vessel walls 
like chloroform. Sulphonal and veronal have 
less action on the heart, but are destructive to 
the hemoglobin. 

The beneficial action of chloral in labor is 
universally known. It works by reducing pain 
and the cord reflexes. The result of its use, the 
‘*softening of the cervix’’ as described by some 
authorities, is the inhibition of the spinal reflex, 
/productive of spasticity. The dangers from its 
|use come from its depressant action on the vaso- 
| Sere centre and the heart. The subsequent 
falling blood pressure might be advantageous in 
toxemic cases, but is offset by its irritant effect 
|on the kidneys. 
| Scopolamine (Hyoscine). Scopolamine is in 
the atropine group, and resembles that drug in 
its peripheral action. It is said to act five times 
|as strongly on the sympathetic nerve termina- 
tions. It does not stimulate the central nervous 
|system as does atropine. It does not stimulate 


| ; 
| the vaso-motor or respiratory centers. It pro- 





| duces sleep by depression of the central nervous 


system, especially the brain. Reflex irritability 
is depressed by the drug. Seopolamine is indi- 
cated for obstetrical anesthesia because of its: 


1. Depressant effect on the brain; as an ad- 
|juvant to the effect of morphia in controlling 
subjective pain, 

2. Depressant effect on spinal reflex irrita- 
bility, tending to decrease reflex spasm of cervix 
and soft parts, thus allowing more rapid labor. 
| 3. Paralyzing effect on sympathetic nerve 
'terminations in the uterus, thus removing de- 
|pressant sympathetic influence. The contra- 
‘indications will be taken up under the discus- 
|sion of the combined use with morphia. 


| Morphia. Morphia is a depressant to the 
great psychical functions. It is specific for sub- 
|jective pain. It has no effect on the circulation. 
Tn large doses it is a stimulant to the cord, ex- 
cept the respiratory centre. It depresses respi- 

ration. It has been claimed that morphia in 
‘small repeated doses has a depressant action on 
|the smooth muscle of the intestine; this conclu- 
| sion explains the constipating effect of the drug. 
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Most men are afraid to administer morphia 
after labor on account of ‘‘relaxing the uterus.”’ 
If morphia has such an effect it must be due to 
direct action on the muscle, for the cord is not 
depressed. 

The depressive muscle action being prob- 
lematical, in uterine hemorrhage the relief of 
restlessness by morphia has always seemed of 
over-balancing benefit. 

Incidentally, specific cord stimulation by a 
large dose of stryechnia has always seemed clin- 
ically to the author to be the most effective treat- 
ment in producing tone in a poorly acting 
uterus postpartum. 

Ether and Chloroform. These drugs produce | 
a progressive paralysis of the nervous system, 





BOSTON MEDICAL AND SURGICAL JOURNAL 





461 


enough morphia in the baby’s circulation to ma- 
terially depress the respiratory centre. In fact, 
narcosis and asphyxia of the child have clinically 
been a constant bad result reported by those at- 
tempting painless delivery under this combina- 
tion of drugs. 

It has been pointed out that tone-producing 
and even reflex motor stimuli from the cord are 


important after delivery, to prevent hemor- 
rhage. If scopolamine is pushed to the time of 


delivery it is logical to expect relaxation of the 


uterus postpartum through depression of the 


eord. And postpartum hemorrhage has been 


‘another of the bad clinical results reported from 


this use of scopolamine. 
Prolonged second stage has also been reported 


beginning with the brain and extending to the | as a ecommon result of carry ing morphia and 


cord, and last affecting the medulla. 
sen uterine contractions. 
pleasant and quick in action, and less amount is | 
required. 
nervous system and forty times as depressant to 
the heart as ether. Chloroform is contra- 
indicated when fatty changes are present in the 
heart. They are both kidney irritants and econ- 
traindicated in renal disease. Both are said to 
lower the resistance to infection. 

Ether being the safer, is the anesthetic of 
choice of most surgeons. The use of chloroform 
by well-experienced hands is not contraindi- 
cated when its advantages over ether are desired, 
and heart and kidney disease, ete., are ruled out. 
‘*Obstetrical ether’’ works beautifully at times, 
its efficieney generally being in proportion to 
the skill of the administrator and the tracta- 
bility of the patient. The writer personally is 
in favor of substitution of forceps for the second 
stage of labor at the election of the patient and 
in the hands of the trained obstetrician. With 


any method of analgesia it must be remembered | 


that the second stage will be prolonged to the 
extent with which voluntary efforts of the pa- 
tient are inhibited. Also with general anes- 
thesia, for delivery, the importance must be 
borne in mind of earrying patient as ‘‘light as 
possible’’ at the time of delivery, and thereafter 
to remove spinal depression and promote uterine 
tone. 

Morphia and Scopolamine. The combination 
of these drugs would seem to be a happy one 
when the therapeutic effect is analyzed. They 
help each other in controlling subjective pain. 
It takes large doses of morphia to elicit the cord- 
stimulating effect of the drug, so that the cord- 
depressing influence of the scopolamine is prob- 
ably predominant in obstetrical doses. The se- 
lective action of the latter drug on the sympa- 
thetic nerve endings produces an effect greatly 
to be desired, viz: the acceleration of labor by 
the removal of depressor sympathetie stimuli. 

Contra-indications. It is certainly logical, 
therapeutically, that morphia-scopolamine anes- 
thesia cannot be pushed to the extent of render- 
ing birth pains, or even ordinary second-stage 
pains, free from discomfort without having 





They les- | scopolamine anesthesia to delivery. 
Chloroform is more} seem a reasonable effect from interference with 


It is three times as depressant to the | j 





This would 


voluntary efforts on the part of the patient. It 
is evident that morphia nareosis of the fetus is 
not dangerous as long as the maternal blood sup- 
ply furnishes the respiratory funetion. Also 
that depression of the cord to a certain degree is 
desirable in the first stage. 

Idiosynerasy to these drugs with delirium, 
ete., is, of course, a contraindication to their 
use. It is our conclusion that the conduction of 
the second stage of labor and delivery under 
morphia and seopolamine anesthesia is contra- 
indieated. Furthermore, the administration of 
these drugs should be stopped three to five hours 
before expected delivery, according to the 
amount that has been given. 

Nitrous Oxide. The action of nitrous oxide is 
depressant to the central nervous system, just as 
chloroform and ether. Rising blood pressure 
may oceur, due to asphyxial condition of the 
blood. 

Nitrous oxide is the safest anesthetic known. 
Contraindications to its use exist only when ad- 
ministered to any asphyxial degree. 

‘*Carbonization’’ of the maternal blood is in- 
jurious to the fetus. With cyanosis a rise in 
blood pressure may result, which contraindi- 
cates its use as a general anesthetic in toxemic 
eases. ‘‘Obstetrical gas’’ is so safe and so easy 
of administration that it should appeal strongly 
to the general practitioner. This subject is ably 
covered in a communication from Dr. Paine, 
which will be published in Surgery, Gynecol- 
ogy and Obstetrics. I refer the reader to this 
article for description of technic. 

Dr. Paine calls attention to the clinical in- 
crease in force of uterine contractions under gas 


analgesia, and suggests this effect is due to oxy- 


tocie properties. 

I am rather opposed to the use of an oxygen- 
and-ether-added-apparatus, for it gives a temp- 
tation to the administration of too deep states of 
nitrous oxide. These deeper states would more 
safely be secured with straight ether. I am op- 
posed to gas-ether sequence, not only on account 
of the possible injury to the baby from cyanosis, 
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but also on account of shock to the mother from 
rapid ether absorption. 

Cocaine. The cocainization of the cervix 
through a long labor presents dangers of absorp- 
tion too great to recommend its use. Routine 





blocking of the pudic nerves or spinal cord pre-| 


sents difficulties in technic and dangers from in- 


fection too great to render the practice advis- | 


able. However, we wish to go on record as fa- 
voring spinal anesthesia as the anesthetic of 
choice in obstetrical operations, either from 
above or below, in threatened or eclamptic 
eases, for three reasons :— 


1. Avoidance of kidney irritation, 

2. Fall in blood pressure. 

3. The blocking of impulses from the field 
of operation, which might be the exciting cause 
of convulsions. 


In conclusion it would seem apparent that no 
method of anesthesia is safe through the 
whole of labor. The varying indications and 


contra-indications must be followed carefully | 


and closely, with the safety of both mother and 
child in mind. 
the following sequence would seem to be best: 


The proper use of bromides, chloral, or morphia- | 


scopolamine in the first stage; the administration 


of these drugs to be stopped in time so that their | 
effects shall have worn off by the time of ex- | 
pected delivery; nitrous oxide administration | 


during pains according to technic described in 
Dr. Paine’s communication, with or without the 
change to obstetrical ether for delivery; or, in 
the hands of the trained obstetrician, the sub- 
stitution of forceps for the second stage, under 
sufficient ether anesthesia. 


NITROUS OXIDE IN OBSTETRICS. 


By FREDERICK C. Irvine, M.D., Boston. 


THE distinction of having first used a combina- | 


tion of nitrous oxide and oxygen to abolish the 


pains of childbirth belongs to Klinkowitch of | 


Petrograd, who published his results in 1880. 
Beginning when the os was two fingers dilated. 
he administered 80 parts of nitrous oxide and 20 
parts of oxygen to 25 patients. He gave only 
enough to alleviate or abolish the pain without 
producing anesthesia. His results were so grati- 
fying that it is difficult to see why his work has 
never been repeated until recent years, especially 
since it is well known that dental surgeons have 
long used a similar combination of the two gases 
with complete success. To demonstrate that un- 
der this method labor pains were not weaker, 
shorter or less frequent than normal, Klinko- 
witch inserted an elastic bag into the cervix, 
filled it with water, connected it with a manom- 
eter and kymograph by means of a pipe line, and 
made graphic records of the uterine contractions. 





For long, primiparous labors | 
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He concluded that the efficiency of labor was not 
diminished, but, if anything, increased. His 
impressions regarding success in the relief of 
suffering, immediate safety for both mother and 
infant, and the absence of untoward after-effects 
are in exact accord with those of recent investi- 
| gators, 

Tietel in 1883 and Doederlein in 1886 gave gas 
‘and oxygen to the surgical degree in operative 
obstetrics. For the past ten years J. C. Webster 
of Chicago has been using it in a like manner, 
and occasionally, given to complete narcosis, 
during the expulsive stage only of normal de- 
\livery. In 1911, Guedel of Indianapolis report- 
'ed in detail five cases in which he had given ni- 
'trous oxide and air as an analgesic during labor, 
and described a small portable machine for its 
‘use. Lynch in 1913, Webster in 1914, and Lynch, 
| Webster, Heaney, Buchanan, Skeel, Davis and 
Luther during the past year, have all made 
'contributions to the literature. 

| Pharmacology of Nitrous Oxide Alone, and 
Combined with Oxygen. Nitrous oxide alone is 
'a specific anesthetic and exercises an individual 
action upon the brain cells. Its anesthetic prop- 
erty formerly was thought due to asphyxia. 
That this is not true is shown by the addition 
of oxygen, which eliminates asphyxia, and yet 
does not impair its virtue as an anesthetic. It 
exercises no destructive effect upon the plasma 
or corpuscles, and is carried merely as a phys- 
ical solution. Blood pressure is always raised 
by nitrous oxide alone. With a judicious ad- 
‘mixture of oxygen, however, this change is 
‘slight. No effect is exerted upon the liver or 
| kidneys, and it is eliminated solely by the lungs. 
| There is no irritation of the air passages. Nau- 
isea and yomiting are not due to any inherent 
property of the gas, but, when present, always 
‘suggest faulty administration. The lessened 
‘amount of tissue change under nitrous oxide an- 
esthesia connotes a smaller amount of carbon 
dioxide given off by the body. By the employ- 
‘ment of rebreathing, a further conservation of 
CO, is effected, thus aiding in the prevention of . 
shock, according to the theory of Yandell Hen- 
| derson. 

When nitrous oxide alone is given, the patient 
passes from consciousness to full anesthesia in 
from 30 to 60 seconds, Any attempt to divide 
this brief period into stages of anesthesia is 
manifestly impossible. Mixed with oxygen, 
however, a more leisurely method of induction 
is permitted and four stages are distinguished: 


1. The stage of analgesia. The patient first 
experiences a sensation of warmth in the lips, 
followed by numbness in the extremities and a 
| feeling of exhilaration. In the first part of this 
_period sensation is more acute; in the latter part 
|the patient is analgesic, and it is in this condi- 
tion that the operator aims to keep his obstetric 
| patient when he is giving the gas for the relief 
‘of pain. If the concentration of nitrous oxide 
lis now raised the patient passes into the 
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2, or stage of excitement. This period begins 
with the loss of consciousness. Incoherent 
thoughts and words and purposeless muscular 
movements are apt to occur. 
cedure should be attempted during this stage, 
for although the patient will neither suffer pain 
nor retain the memory of it, any rough manip- 
ulation will serve only to intensify the excite- 
ment. 

3. The stage of surgical anesthesia is at- 
tained in from one to four minutes. 


should be automatie and regular. The lid and 
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inflated with the smallest possible amount of air 
necessary to make it fit the patient’s face. The 
writer has seen gas administration a failure be- 
cause this collar has been so tightly blown up 
that it left a space below the malar eminences 
and admitted so much air that neither analgesia 
nor anesthesia was possible. The bag is filled with 
nitrous oxide and the patient holds the inhaler 
in her hands. Just as soon as a pain begins she 
places it over her face and closes the air valve, 
which at the same time admits gas to the mask. 


She takes five oy six deep breaths which she re- 


other reflexes are abolished and relaxation is) 


more or less complete. 

4. The stage of overdose manifests itself by 
increasing lividity accompanied by excessive 
breathing. Dyspnea succeeds, followed by con- 
vulsive expiratory efforts, which gradually be- 
come weaker until death supervenes. 


Rapidity of Elimination. Kemp ascertained 
that the concentration of nitrous oxide in the 
blood fell in less than two minutes from over 
20% to 6.9%. 

Safety. Gwathmey states that in suitable 
eases, combined with oxygen, it is the safest an- 
esthetic there is. The mortality is generally 
placed at 1 in 50,000. 

Contraindications. It should not be given to 
the very old, the very young, or the debilitated. 
Patients with arteriosclerosis, valvular disease 
of the heart or a high blood pressure should 
take some other anesthetic. 

Full surgical anesthesia can be maintained in- 
definitely with nitrous oxide and oxygen, bui 
not with nitrous oxide and air, It requires 8% 
oxygen to prevent spasm and cyanosis. 
1-5 of atmospherie air is composed of oxygen; 


Only | 


the remainder is nitrogen. Therefore it requires | 


5x8, or 40%, air to supply the necessary 8% 
oxygen. This 40% of air would so dilute the 
nitrous oxide that continued anesthesia would 
be impossible. It is evident, however, that an- 
algesia, which occurs during the latter part of 
the first stage of administration and requires a 
smaller concentration of nitrous oxide, may 
readily be maintained for so short a time as the 
duration of a labor pain by the simple admix- 
ture of enough air to prevent cyanosis. 


essentially from any hitherto published. For 
the first few eases a nasal inhaler, as recom- 
mended by Lynch, Webster, Heaney and Bu- 
chanan, was used, but it was found difficult to 
prevent mouth breathing during the birth of 
the presenting part, when full anesthesia is de- 
sirable. 
used with perfect satisfaction. 
is well advanced and the patient considers her 
sufferings too great to be borne, the administra- 
tion is started. The machine, a very simple one, 
previously has been explained to her and she 
has been allowed to breathe air through it to 
assure her that she will not be suffocated. The 
rubber collar about the rim of the mask has been 


Since then a surgical mask has been | 
Whenever labor | 


breathes into the bag and continues breathing 
nitrous oxide until. she feels herself going to 
sleep when she releases the air valve, thus shut- 
ting off the gas. Should any painful sensation: 
return, she again closes it and proceeds as at 
first. This places the regulation of analgesia in 
her hands. After eight or ten breaths have been 
taken the operator admits a small amount of oxy- 
gen to prolong the analgesia, and prevent cyano- 
sis. The exact percentage of oxygen is of no 
importance, and the anesthetist determines by 
questioning the patient the amount necessary to 
achieve the desired result. If the pains become 
too severe to be controlled by this method, the 
expiratory valve is opened and the patient re- 
ceives fresh nitrous oxide with every breath. The 
relief is so grateful that after a severe pain 
which has required a strong concentration of gas 
for its control, she is apt to lapse into uncon- 
sciousness. This is rather a pleasant experience 
than otherwise, and is infinitely better than al- 
lowing her to suffer because the anesthetist is 
afraid she will go to sleep. It is impossible for 
her to become very deeply anesthetized at this 
stage because the inhaler will fall from her 
hands before such a condition of affairs can 
happen. 


Essentials of a Gas Machine Suitable for Ob- 
stetric Work. (1) It must be so small and light 


that it may be transported and used anywhere. 


Most ‘‘portable’’ machines on the market are 
only slightly less stationary than those designed 
for Hospital use. (2) It must be so simple that 
it will not readily get out of order. (3) There 
should be a device for the addition of ether, 


‘should the obstetrician wish to use this anesthetic 


The method used by the writer does not differ | for an operative delivery. 


Results. Lynch has used nitrous oxide and 
oxygen for over 1 hour in 34 cases, over 2 hours 
in 32 cases, over 3 hours in 12 cases, over 4 hours 
in 4 cases and in 1 ease over 6 hours. 

The writer has employed this method of an- 
algesia in 34 cases; 24 were primiparae and 10 
multiparae. 7 received it for less than 1 hour, 
9 for more than 1 hour, 13 for more than 2 hours, 
4 for more than 3 hours and 1 for more than 5 
hours. 32 patients had complete relief from pain 
from the moment the gas was started. They 
all stated that they could feel the uterine con- 
tractions, but that they were painless. Two pa- 
tients had imperfect analgesia toward the end of 
labor. Probably the gas was not started at the 
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very beginning of the uterine contractions or it 
was not given in sufficient concentration. There 
was no undue post-partum bleeding or untoward 
effect of any kind upon either mothers or infants. 
Three babies were born dead; two of them were 
macerated fetuses and one was a monster still- 


born at seven months, All others cried promptly | 
at birth and none required resuscitation. From | 


the standpoint of both patients and obstetrician, 
the results were most satisfactory. 

Cost. Webster and Lynch place the cost at 
from four to five dollars per hour, Davis at $1.50 
an hour. Skeel’s estimate of from 30 to 50 gal- 
lons of nitrous oxide and 15 to 20 gallons of 
oxygen per hour, is more moderate and more 
‘nearly approaches the experience of the writer, 
who, by the extensive employment of rebreathing, 
finds that the cost does not exceed seventy-five 
cents an hour. 
tanks, the expense can be still further reduced. 

Other Uses in Obstetrics. One of the most sat- 
isfactory points about nitrous oxide and oxygen 
is the increased freedom with which the obstetri- 
cian may make bimanual examinations before or 
at the beginning of labor, when an attempt is 
made by the method of Miiller and Kerr to fit the 
presenting part.into the pelvis in borderline 
eases. After some experience with ether used 
for this purpose, the writer was much surprised 
at the relaxation obtained under full anesthesia 
in seven cases where the question of Caesarean 
section arose. The patient was so little disturbed 
by this most valuable diagnostic procedure that 
there can be no possible reason for not employ- 
ing gas and oxygen in all cases where there is a 
question of disproportion. 

Other obstetric manipulations where this 
form of anesthesia is valuable are: the introdue- 
tion of Voorhees bags and of uterine packs; flex- 
ion of an extended head or conversion of a pos- 
terior to an anterior position; replacement of a 
retroverted and incarcerated pregnant uterus; 


removal of an incomplete abortion or the giving | 


of an intrauterine douche. 


CONCLUSIONS, 


1. Nitrous oxide and oxygen is the most suc- 
eessful analgesic known for the relief of the 
pains of labor. 

2. It is the safest anesthesia there is. It 
has no untoward effects, immediate or remote, 
upon either mother or baby. 

3. It does not delay labor or in any way im- 
pair the efficacy of the uterine contractions. 

4. It is pleasant to take, and recovery from 
it is extremely rapid and usually featureless. 

5. It can be administered anywhere and it 
can be employed by any physician who will take 
his confinement cases seriously enough to retain 
a capable assistant for its administration. 
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‘A SECOND STATEMENT REGARDING 
THE RESPIRATORY MECHANISM IN 
PNEUMONIA. 

| By L, H. NEWBURGH, M.D.! J. H. MEANS, M.D.,? AND 

W. T. Porter, M.D.’ 


[From the Laboratory of Comparative Physiology in 
the Harvard Medical School.] 


By the use of large hospital | 


8 


A FORMER communication* presented evidence 
that in cats with pneumonia the reaction of the 
respiratory mechanism to carbon dioxide is 
greatly impaired. 

This reaction is also impaired in dogs with 
pneumonia. 

Following are typical examples: Dog No. 9, 
Nov. 28, was tested 25, 29, 31 and 33 hours after 
‘the injection of Friedlinder’s bacillus into the 
lung. The last test was 40 minutes before respi- 
ratory death. When the carbon dioxide in the 
inspired air rose to 5%, the increase in the cubic 
centimetres of air breathed per minute was, re- 
spectively, 205, 152, 74 and 37% of the volume 
breathed per minute in atmospheric air. Nor- 
mal dogs increase, as an average, 300%. 

Three dogs, very ill with pneumonia, breathed 
atmospheric air at the rate of 5000 ¢.c. per min- 
jute; at 5% of carbon dioxide, they increased the 
jair inspired per minute by 89%. Three normal 
| dogs also breathed 5000 ¢.c. per minute; at 5% 
earbon dioxide, the normal dogs increased the 
air inspired per minute by 220%. 

It will be observed that in atmospheric air 
these pneumonia dogs and these normal dogs 
breathed the same number of cubic centimetres 
/per minute. Hence the failure of the respira- 
|tory mechanism to react cannot be explained by 
‘the statement that the pneumonia dogs, part of 
'whose lung could not aerate the blood, were for 
‘compensation breathing already so much that 
| they could not increase to meet the increase of 








1 Dalton Scholar in the Massachusetts General Hospital. 
2Henry P. Walcott Fellow in Clinical Medicine, Harvard Uni- 
versity. 

3 Professor of Comparative Physiology in the Harvard Medical 
| School. 
| * Boston Mep. anp Scra, Jovr., 1915, Vol. clxiii, p. 742. 
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the carbon dioxide in the inspired air. Addi- 


tional evidence is as follows: (1) As the disease | 


advances, the carbon dioxide reaction dimin- 
ishes; so may the initial ventilation (i.e. the vol- 
ume of air breathed at the beginning of each 
test). (2) If the failure to react were due to the 
loss of respiratory space from hepatization of 
the lung, large consolidations should be acecom- 
panied by a large reduction in the earbon diox- 
ide reaction, and small consolidations by small 
reductions. This is not the case; there is no par- 
allel between the area of consolidation and the 
amount of the reaction. (3) By injecting starch 
into the lungs, we have solidified areas as large 
as those hepatized in bacterial pneumonia, but 
in these starch pneumonias the earbon dioxide 
reaction was normal. (4) The impairment of 
the respiratory mechanism increases progres- 
sively, while the area of consolidation may re- 
main unchanged. 


II. 


The impairment of the respiratory mechanism 
eannot be due to injury of the respiratory nerve 
cells by bacterial poisons in the blood. Fried- 


lander’s bacillus injected into a vein produces a | 


bacteremia identical with that oceurring in 
pneumonia, but the respiratory mechanism re- 
acts normally. 

The impairment cannot be due to products of 
the pathological process in the lung acting on 
the respiratory mechanism through the blood. 
The reaction remained normal when the blood of 


dogs dying of pneumonia was injected into a 


healthy dog. 

Nor can lack of oxygen explain the failure to 
react. The portion of the lung not consolidated 
is usually ample for oxygen needs. Moreover, 
we have thus far been unable to improve the 
breathing in pneumonia by the use of oxygen, 
even under pressure; nor has artificial respira- 
tion materially altered the course of the disease. 


Til. 


The following experiments show that the fail- 
ure of the respiratory mechanism in pneumonia 
may be prevented by section of the vagus nerves. 


Dog No. 51. Friedliinder’s bacillus was injected 
into the lungs at 5.30 p.m. March 13. 
hours later both vagi were cut. 


Nineteen 
Twenty-two hours 
after injection the dog was in complete coma; the 
rectal temperature was 31°. When the carbon diox- 
ide in the inspired air rose to 3 per cent., the air 
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‘inspired per minute was doubled—a wholly normal 
reaction. Two hours later, the dog died. The mid- 
\dle and lower lobes on the left side and half the 
middle lobe on the right side showed typical red 


hepatization. 


Doy No. 44. ¥Friedliinder’s bacillus was injected 
into the lung at 1 p.m. March 10. At 1 p.m. Mareh 
11, the respiration was 154, and the temperature 40°, 
The dog was tracheotomized and both vagi cut. 
Two hours later, the temperature had fallen to 38°, 
and the respiration was 82. 
16, temperature 35° C. 
now given for ten minutes. 


At 7 p.M., respiration 
Artificial respiration was 
At 7.10 p.m, the arti- 
ficial respiration was stopped and, after a suitable 
interval, the carbon dioxide reaction was measured. 
At 3 per cent., the volume of air inspired per min- 
a wholly normal reaction. At 


7.55 poM., the dog died. 


ute was doubled 
Autopsy showed the usual 
hepatization. 


In both these experiments, in which the vagus 
nerves had been eut, the respiratory mechanism 
gave a normal reaction shortly before death. In 
our numerous observations, the reaction in ani- 
mals equally ill, but with intact vagi, has always 
been much impaired. 

Attention is called to the fact that in Dog 44, 
section of the vagus nerves was followed by a 
fall in temperature from 40° to normal. We 
have observed a similar fall in other dogs. In 
this respect, the experiments of Feb. 10 are sig- 
nificant. On this day, Friedlinder’s bacillus 
was injected into the lung in nine dogs. 


One re- 
ceived 1 ¢.c.; two received 2 ¢.c.; two others, 
3 ¢.c.; two, 4 ¢.c.; and two, 5 e.c. per kilo. Eight 
of the dogs died in from 30 to 44 hours, the aver- 
age being 36 hours. One dog recovered. He 
had received 4 ¢.e. per kilo, but had been vago- 
tomized 22 hours after infection. At this hour, 
his temperature was 40° and he seemed very ill. 
After section of the vagus nerves, he was 
given artificial respiration. He shortly became 
quiet and the temperature fell gradually to nor- 
mal. Forty-eight hours after inoculation he 
drank water (in our experience a valuable prog- 
nostic sign), seemed tired, but otherwise not ill. 
A few hours later he seemed to have recovered 
entirely and was, accordingly, killed. Autopsy 
showed complete hepatization of the right lower 
lobe. 

The cutting of the vagus nerves seemed in this 
ease to affect favorably the course of the disease. 
A similar impression was gained from the ex- 
periment of March 17. Four dogs received 1 ¢.e. 
per kilo at 9.30 a.m. The vagus nerves were cut 
at 4 p.m. Three of the dogs died in less than 
24 hours. The fourth dog lived about 60 hours, 
and perhaps would have lived longer but for an 
accident. He was found dead with the tracheal 
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cannula tightly stopped with mucus. In this| 
dog, section of the vagus nerves was followed by 
a gradual fall in temperature from 41° to nor- | 
mal. The temperature remained normal more | 
than ten hours and then gradually rose to 40° C. | 
The autopsy showed the right lower and right | 
middle lobes grey, not friable, somewhat soft, | 
and on section extruding a greyish sero-puru- 
lent thick liquid. A culture from the heart’s 
blood gave a profuse growth in bouillon. 

The three dogs in this group who died exhib- 
ited the stormy, spasmodic type of vagal breath- 
ing, which is frequently fatal even without 
pneumonia. 

The observations here recorded afford positive 
evidence that vagal section may prevent the de- 
pression of the respiratory mechanism in pneu- 
monia and justify the hope that vagal section 
may favorably affect the course of the disease. 


CONCLUSIONS 


1. The reaction of the respiratory mechanism 
to carbon dioxide is greatly diminished in pneu. 
monia. 

2. The graver the disease the less is the re- 
action. 

3. The section of the vagus nerves may pre- 


1sm. 
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This factor has the greatest effect when acting 


/on a nervous system that is especially liable to 
‘show the other psychoses. In other words, 


? 


‘‘tantrums’’ are apt to be associated with these 
various neurotic conditions while they have no 
necessary connection with them. 


PSYCHOSES IN THE RUSSIAN ARMY; ABSENCE OF 
ALCOHOLIC INSANITY. 


Gerver® divides the war psychoses into three 
classes: To the first belong psychoses arising 
in persons without any heredity taint, being 


caused solely by ths war environment and violent 


emotions resulting from battles. To the second 
class belong psychoses that would develop in 
ordinary circumstances of peace, but which 
were prematurely brought on by the war. Here 
belong dementia precox, manic-depressive insan- 
ity, paranoia, paralytic dementia, ete. To the 
third class belong traumatic psychoses, caused 
by wounds and contusions. The psychoses of 
the first category do not differ in any way from 
the old types, but they may be subdivided into 
those caused by battles, by trench life, and the 
rear guard psychoses. Clinically, they belong 


_to the acute mental disorders, amentia and as- 
, thenie psychoses. Frequently they develop in 
vent this depression of the respiratory mechan- | 
cific character of war psychoses of all the three 


the form of neurasthenic insanities. The spe- 


classes consists in the peculiar coloring and the 


Medical Progress. 





RECENT PROGRESS IN PSYCHIATRY. 
By Henry R. STEDMAN, M.D., BROOKLINE, MASS. 
(Continued from page 432.) 


VIOLENT TEMPER AND ITS INHERITANCE. 


Davenport* has made a study of 165 family 
histories of wayward girls in State institutions. 
This is accompanied by a number of tables and 
pedigrees, and the following conclusions are ar- 
rived at: 

1. The tendency of outbursts of temper— 
**tantrums’’ in adults—whether more or less 
periodic or irregular, and whether associated 
with epilepsy, hysteria, or mania, or not, is 
inherited as a positive (dominant) trait, typi- 
eally does not skip a generation, and tends, or- 
dinarily, to reappear, on the average, in half of 
the children of an affected parent. 

2. It would seem to follow from the data 
here presented that epilepsy, hysteria, and 
mania are not the causes of the violent tempers 
frequently accompanying them; the violent out- 
bursts are in no sense the ‘‘equivalent’’ of these 
various psychoses. Rather the violent outbursts 
of temper are due, in all these associations, to 
a factor that causes periodic disturbance (pos- 


sibly paralysis of the inhibitory mechanism ?). | 





character of the hallucinations, illusions, delu- 


sions, and the patient’s conduct. The contents 
of the hallucinations and delusions are the ex- 
periences of war life. Another feature is de- 


| pression, followed often by excitement, and con- 
fusion of consciousness. The character of the 


battle (artillery, infantry, bayonet attacks, etc.), 
the duration of the war life at the front, the 
course of military events (offensive or defensive, 
victories or defeats), and the general morale of 
the army determine the larger or smaller pro- 
portion of psychoses that develop. Gerver fur- 
ther claims that in the present campaign, the 
amount of psychoses is comparatively small, 
about one per thousand; in the previous wars 
the rate was two or three per thousand. The 
main cause of the decreased rate is the total 
absence of alcoholism. In the Russo-Japanese 
War, this was responsible for one-third of all 
the psychoses. In the present campaign there 
has not occurred a single case of alcoholic in- 
sanity. 
PRESENILE DEMENTIA. 


Benders® has been able to find only two cases 
in the literature, similar to four he has en- 
countered in the course of a few years. Another 
case from the records of the Meerenberg asylum 
in his charge, might be included in the group. 
This case was in a man, but his own four pa- 
tients were women in the fifties. In all, there 
was a rapidly progressive loss of memory, and 
loss of the faculty of perception. The brain 
seemed to have lost the faculty of responding to 
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! 
impressions, especially optic impressions. They 
paid no attention to anybody or anything, and 
stayed indefinitely wherever they were placed, 
never speaking, not even to themselves, when 
constrained to speak, merely repeating some sin- | 
gle word or their own name. There never was | 
anything to suggest the Korsakoff or analogous 
syndromes; the symptoms were only those of. 
the dropping out of certain mental faeculties— | 
deficit phenomena. Necropsy in one ease, and in 
the two on record, showed pronounced atrophy 
of the frontal convolutions. The remainder of 
the brain was microscopically normal, but the 
microscope showed in parts of the cortex that 
the cells had evidently suffered much. A signi- 
ficant feature of all the cases was that the 
mother in two eases, and the father or a brother 
in the others, had had apparently the same 
trouble in their day. Heredity as a factor in 
senile dementia has not been sufficiently em- 
phasized hitherto, he remarks, citing Tay-Sachs’ 
findings in amaurotie idiocy in analogy. 


| 
THE DUCTLESS GLANDS WITH SPECIAL REFERENCE 
TO HYPOTHYROIDISM. 


Kojima’ has examined the ductless glands 
from 110 consecutive autopsies at Claybury 
Asylum. The average weight of the thyroid 
gland in the insane is generally smaller than 
the normal. Thus the average weight is 16.46 
gm. in the male, and 16.87 gm. in the female; 
in 12% of the male, and 18% of the female, the 
thyroid glands were under 10 gm. Considerable 
variations in the weight are found among the 
female cases about the climacteric, and in 
many female eases of affective psychosis, the 
thyroid was very large. The weights of the | 
external parathyroids vary from 0.01 gm. to 
0.7 gm. In 21.0% of the cases four glands were 
found. The average weight of the pituitary 
body is 0.56 gm. in the male, and 0.62 in the 
female. In the female cases in which the thy- 
roid glands were small, the pituitary was gen- 
erally large. The weight had no relation to 
the nutrition of the body, nor to the form or 
duration of the insanity. The average weight 
of the pineal gland of the adult is 0.127 gm. in 
the male, and 0.198 in the female. There is no 
difference corresponding to any particular dis- 
ease. The adrenals of the male are, generally 
speaking, heavier than in the female. No defi- 
nite conclusions can be arrived at regarding the | 
weight of the reproductive glands in mental dis- | 
ease, but in certain female cases, where the thy- | 
roid gland was small, the ovaries were also| 
small. 

The systematie microscopic examination of all | 
the ductless glands in four cases of the above | 
series, excludes the probability that changes in| 
any other ductless glands than the thyroid, can| 
be held accountable for the mental symptoms, | 
and the histological changes found in the cen- | 
tral nervous system. 


(To be continued.) 
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Reports of Societies. 


BOSTON SURGICAL SOCIETY, 
( Incorporated.) 


Meeting No. 8. 

A CLINICAL meeting of the Society was held on 
Monday, December 6, 1915, at the Boston City Hos- 
pital. 

The following operations were performed: 


1. Inguinal hernia. Ferguson’s operation. Dr. 
J. B. Blake. 

2. Duodenal uleer. Posterior gastro-enteros- 
tomy. Dr. F. B. Lund. 

3. Chronic osteomyelitis of tibia. Dr. F. J. 
Cotton. Boy of 5 years. July, 1915. Three weeks 


after injury (and one week after the onset of symp- 
toms) was operated for cellulitis of leg. In Au- 
gust medullary cavity opened, and a moderate 
amount of pus obtained. Sinuses closed but ab- 
seess cavity and sequestra present by x-ray. Inci- 
sion, removal of sequestra and of about three-quar- 
ters of shaft, chiefly overgrowth interspersed with 
foei of infection. Cavity cleared; smoothed; disin- 
fected with ecarboliec and packed. 

4. Excision of fibrous tissue between ends of the 
fragments of ununited fracture of the humerus. 
Dr. FE. H. Nichols. Case history: A. W., deck-hand, 
50 years old. September 18, 1915, fell down stairs 
on his right arm, was taken to the East Boston 
Relief Station and put in an internal angular 
splint, with coaptation for six weeks, and at the end 
of that time there was no union. Admittted to the 
Boston City Hospital, Dec. 3, 1915, with a fracture 
of the right humerus at the junction of the middle 
and upper thirds, with mobility and crepitus. The 
joint is not a complete flail joint, but there is no 
evidence of union. It is said that at the time of 
his primary injury an attempt at reduction was un- 
successful, but the second attempt gave end-to-end 
approximation. An x-ray taken after his admission 
to the Boston City Hospital showed a “transverse 
fracture of upper and middle thirds of humerus, 
with good end-to-end approximation.” 

At the operation, Dec. 6, 1915, there was an in- 
cision three and a half inches long made on the 
outer side of arm over site of fracture. The in- 
cision was carried down to the bone, periosteum 
was opened and a small amount of callus found, 
but none at the level of the fracture. A _ firm, 
white, fibrous scar, obviously arising from fibrous 
tissue, was seen extending from the ends of the 
A con- 
siderable amount of granulation tissue was removed 
The fracture was not 
a strictly linear one, but was jagged, and several 
spurs of bone were removed from either end; this 
allowed perfectly good approximation. The perios- 
teal contour was approximated as carefully as 
could be, the muscle approximation with catgut 


/sutures, and the skin closed with S.W.G. sutures. 


Double sling. 

5. Reduction by plantar flexion of a “Cotton” 
fracture, 1.e. fracture of the fibula and of the pos- 
terior articular surface of the tibia at the ankle 
joint. Dr. F. J. Cotton. Method of reduction 
shown: Plantar flexion of the foot; traction on 
foot downward and forward; counter traction by 
assistant. This reduces the displacement; then 
sharp dorsal flexion locks the ankle, so that there 
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. | 
is no possibility of re-displacement backward. 
Plaster put on, and the manoeuvre repeated with | 
pressure upward on the ball of the foot until plas- | 
ter had set. (This patient was given gas-oxygen | 
anesthesia with the Clark apparatus, by Dr. F. 
Richardson.) 

6. Double inguinal hernia of enormous size, 
operated upon simultaneously by Dr. F. B. Lund | 
and Dr. John Cunningham, Jr. (by invitation). 
Case history: 

Man, 50 years old, mate on a steam fishing trawl- 
er. Fifteen years ago right inguinal hernia ob- 
served, followed by a left inguinal hernia one year | 
later of unknown origin, Trusses of various varie- 
ties have been of no service. The hernia continued | 
to grow constantly, and at the time of operation | 
was the size of a common football,—the right side | 
being slightly larger than the left. The general | 


health of the patient is excellent, and the bowels | 


move regularly without catharties. | 

Operation: Dr. F. B. Lund, left side; Dr. John H. | 
Cunningham, Jr., right side. The left sac con-| 
tained the sigmoid and several loops of small in-| 
testines. The right sac contained the cecum and | 
several loops of small intestines. 
removed, stump invaginated; appendix being nor- | 
mal. Contents of the sac were reduced into the| 
abdomen, sacs transfixed, tied, and removed. The 
stumps fixed above the internal ring by mattress 
sutures. The conjoined tendons and Poupart’s 
ligament were united, and the fascia of the exter- 
nal oblique placed beneath the cords on either side. 
The cords were left in the subcutaneous fat and the 
external wound closed by interrupted silk worm gut 
sutures. The Cunningham hernia dressing applied. 
Duration of the operation, 45 minutes. Anesthesia: 
ether, with Clark’s apparatus. 


DEMONSTRATIONS, 


A case of giant-cell sarcoma of the neck of 
Dr. J. C. Hubbard. History is as fol- 


Male. Spontaneous fracture two years ago. In- 
cision and curetting. Plaster spica. At present 
walks with but a slight limp; only a slight limita- 
tion of motion. No subjective symptoms. X-ray 
shows a questionable area still present in the bone. 
Pathological report of tissue removed at the opera- 
tion—osteosarcoma. 

2. X-rays of a case of Hirschsprung’s disease. 
Tleosigmoidostomy. Dr. J. C. Hubbard. History 
of the case: Woman twenty-three years old, who 


3. 
the femur. 
lows: 


The appendix was | 





since childhood had had trouble with her bowels. 
Attacks of fever, delirium, and obstruction; devel- 
opment of a tumor in the left side. When first seen, 
enemata of no use. Ileosigmoidostomy and later 
resection of the colon. At present patient is well. 

3. X-rays in a case of intestinal stasis. Dr. J. C. 
Hubbard. TIleosigmoidostomy with immediate re- 
section of the colon. Great improvement. Consid- 
ers herself now perfectly well. 

4. A case of rupture of the spleen. Dr, J. B. 
Blake. 
the spleen, in whom the history and physical find- 
ings delayed the operation twenty hours. He has a 
very long scar. The upper part of the wound 
drained. There is not the slightest tendency to 
hernia, although he indulges in extremely active ex- 
ercise. 

5. K-rays of three interesting fractures: (1) 


A boy, eighteen months after rupture of | 





Multiple thigh fracture. Double fracture of the 





femur in a delirious patient, which united firmly 
in spite of constant motion on the part of the pa- 
tient, who persisted in tearing off the apparatus. 
(2) Multiple fracture of patella. X-ray before 


L.| and after four operations for four consecutive frac- 
| tures of the patella. 
| the head of the femur. 


(3) Central dislocation of 
X-ray of fracture of pelvis 
with central dislocation of head of femur in a pa- 
tient who suffered also from the same accident a 
compound fracture of the shaft of the humerus and 
a fractured skull. 

6. Demonstration of the “frog plaster” double 
spica in fracture of the hip. Dr. F. J. Cotton. 
This case was an extra-capsular fracture in a mid- 
dle-aged woman, Actual advantages of method: 
ease in caring for patient on account of ability to 
sit up; better chance for the old against lung com- 
plication; against apathy from monotony. It seems 
an excellent way to maintain position after correc- 
tion. 

7. Sareoma of the chest wall with metastasis. 
Dr. F. B. Lund. 

Rosert B. GREENOUGH, 
Secretary. 


CLINICAL CONFERENCE OF THE NEURO- 
LOGICAL INSTITUTE, NEW YORK. 


ReGcuuiar Meetine, OcTosBer 7, 1915. Dr. J. Ramsay 
Hunt IN THE CHArR. 


OBLITERATIVE ENDARTERITIS OR RAYNAUD’S DISEASE. 


Dr. C. Burns Cralic, from the first division, pre- 
sented a case of sciatic pain with gangrene of the 
toes. The case is presented for a differential diag- 
nosis between obliterative arteritis and Raynaud’s 
Disease. The patient, a male, 51 years of age, is a 
bartender, a native of Germany. Had typhoid fever 
25 years ago. Immediately following his recovery 
from typhoid he had difficulty in the use of the right 
leg, having a feeling of stiffness in it. The enor- 
mous varicosities of the veins soon became apparent 
and persisted to the present time. In his work as 
bartender he was in the habit of resting his weight 
on his left foot because of the full sensation due to 
the venous stasis in the right. 

Patient dates his present illness from three 
months ago when the toes of the left foot became 
quite colorless and numb. The second toe then de- 
veloped a dark purplish spot near the end next to 


'the great toe, and had a portion of it removed. He 


was informed by a chiropodist that the toe was 
gangrenous. 

Upon inquiry it developed that for about four 
years the patient had had severe attacks of pain on 
the mesial aspect of the great toe, and that it be- 
came reddened and swollen during these attacks. 
These attacks would occur at irregular intervals 
several weeks apart. There was no feeling of lame- 
ness nor weakness in the other parts which would 
suggest a claudication of the major arteries. About 
one year ago the little toe of the left foot began to 
pain, especially under changeable weather condi- 
tions. During the attack of especially severe pain he 
noticed a reddening of the toe. The pain during 
an attack was at first moderate and steady but grad- 
ually became more severe and the skin on the out- 
side became thickened. Thinking it was a corn the 
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patient began to cut it in April, 1915. He thinks 
he cut too far and the pain persisted. It was at this 
time that a chiropodist was consulted and a portion | 
of the nail of the great toe removed. Soon after | 
this the patient felt a sharp pain radiating intermit- 
tently from the little toe to the outer side of the leg | 
and abdomen and genitalia. At the same time he | 
noticed that the veins became very prominent and 
hard both on his legs and the lower abdomen. His | 
left foot during this period was red and swollen and 
the whole leg so painful that he could not longer 
stand or walk and was confined to bed. He com- 
plained of a curious tingling and dry sensation in 
his lip. There was no diarrhea. There was, how- 
ever, following the eating of some ice cream in 
May, 1915, an acute gastric attack in which he 
vomited all night. He was confined to bed for a 
month, and there was more or less pain in the 
stomach, of a mild character, during this time. 

In July, 1915, a severe sciatic pain, over the left 
hip, developed, and has persisted to the present time. 
This pain has ordinarily been more severe than the 
pain in the foot. About the same time the gangren- 
ous spot on the second toe previously mentioned, 
developed. Following this all the toes rapidly turned 
reddish, bluish, then assumed the deep purple, 
almost black color, which they now present. There 
has been no pain in the foot since, except when it is 
depended. Patient has noticed at times a prolonged 
whiteness and numbness of the fingers after having 
them in cold water for any length of time. 

The patient is a sparely nourished man, with a 
dry coarse skin, and presenting an appearance of 
age beyond his years. There are curious brownish 
macules, about pin-head size, scattered over the skin. 
The veins over the lower abdomen are prominent, 
and the right leg is a mass of venous varicosities. 
The femoral arteries are palpable, but there is no 
pulsation in the knotted cord which was once the 
left popliteal artery, nor are the left posterior tibial 
or dorsalis pedis pulsative. The right foot is eyan- 
osed, and the epidermis of both soles is dry and 
cracked. The left lower extremity is atrophic and 
about 3 em. smaller than the right at corresponding 
points. This difference is partly due to the vari- 
cose, edematous state of the right leg. The left 
foot in the upper part is cold and pale, the lower 
part is reddened, while the four outer toes are dry, 
of a bluish black color, of subnormal temperature, 
in fact mummified. The great toe is cyanotic with 
a small bluish area at the tip. 

The general vascular system shows a moderate 
degree of fibrosis but no cardiac disease. The sys- 
tolic blood pressure in the arms varies from 125 to 
160. The viscera present no abnormality. The 
cerebrospinal fluid and the blood are alike negative. 
The urine and stool is normal. 

The question may properly be raised as to whether 
the repeated attacks of pain in the great toe over 
a period of four years, the persistent cold, numb 
feeling in the fingers after exposure, the dry ting- 
ling sensation in the lips, the gastric attack and the 
final gangrene of the toes. were the result of arterial 
spasm as is the ease in Raynaud’s syndrome. But 
the fibrous state of his general arterial system, the 
complete obliteration of the left dorsalis pedis and 
posterior tibial and the nodular cord-like state of 
the popliteal, together with the unilateral character 
of the gangrene, though this last is not necessarily 
an invariable reason, tend to group the case under 
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DISLOCATION OF THE SECOND CERVICAL VERTEBRA; LAMI- 
NECTOMY FOR THE RELIEF OF ROOT PAINS. 

Dr. Rocurort presented from the third division a 
case of posterior dislocation of the second cervical 
vertebra with severe root pains promptly relieved 
by decompressive laminectomy. The patient was an 
epileptic, 56 years of age, who was admitted to the 
service of Dr. Bailey on Sept. 10, 1915. About a 
month before admission, in an epileptic attack, she 
fell, striking on her neck and head. Directly after 
recovering from the attack of epilepsy, she experi- 
enced severe pain in the back of her neck and over 
the occipital and mastoid regions. The pain was 
almost constant and very severe. The slightest move- 
ment of her head, the pressure of her clothes, or of 
the pillow, caused a marked increase in intensity of 
the pain. When she was admitted to the institute, 
her head was held rigidly and turned slightly to the 
left. She was unable to lie down on account of the 
pain. The right trapezius and sterno-mastoid were 
very tense and the left muscle slightly so. The 
spinous process of the second cervical vertebra was 
very prominent and there was marked tenderness on 
pressure over the upper three cervical vertebrae. 
There were no distinct sensory disturbances, but the 
area of pain corresponded to the distribution of the 
occipitalis major and minor, and auricularis mag- 
nus nerves. There were no spinal cord symptoms. 
The x-ray examination showed that the second cer- 
vical vertebra was dislocated backwards causing a 
marked distortion of the spinal canal. It was evi- 
dent that the symptoms were due to traction on the 
second and third cervical nerve roots. Laminectomy 
was performed on Sept. 25, 1915, by Dr. Elsberg, the 
spines and laminae of the second, third, and fourth 
cervical vertebrae being removed. The spine of the 
second cervical was much thickened, very promi- 
nent and pointed to the left and there was a hiatus 
of about one centimeter between the articular sur- 
face of the first and second vertebrae on the right 
side. On incision of the dura a large amount of 
cerebrospinal fluid escaped. There were numerous 
arachnoid adhesions on the right side which were 
divided. The cord itself appeared normal. The 
wound was closed in the usual manner without 
drainage. Duration of the operation was twenty- 
four minutes. The condition of the patient at the 
end of the operation was excellent. Recovery was 
uneventful. he patient was discharged and has 
remained well up to the present time. The case is 


'a@ most unusual one of dislocation of the axis upon 


the atlas with severe symptoms referable to the 
second and third cervical roots and without any 
other spinal symptoms. 

UNLOCALIZABLE BRAIN TUMOR; SUDDEN DEATH. 


Dr. J. L. Jovcutn presented from the service of 
the first division, a case of unlocalized brain tumor. 
The patient, a female aged 54, had always been in 
good health until the onset of the present illness 
which began in May, 1915. Her past history is 
negative in so far as it relates to her present con- 
dition. 

In the early part of May occurred the first symp- 
tom, a slight unsteadiness in the gait, which at that 
time incommoded her little but which has slowly 
progressed until to-day you see her unable to walk 
except with assistance. A few days later, almost 
immediately after having her teeth drilled by a 
dentist, the second symptom developed, an intermit- 
tent tinnitus of the left ear, a manifestation which 
still persists. . 





| 
| 
| 
| 
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On June 15th she was first seen by a physician 
and from that time until July 29th no very definite 
change in her condition occurred although locomo- 
tion became increasingly difficult. On this latter 


date she was seized with a violent attack of vomit- | 


ing accompanied with severe pain in the epigastri- 
um. This was the first of a number of distressing 
attacks similar in character except that they were 


unaccompanied by gastric pain. These crises, ordi- 


narily matitutinal, were usually induced by the 
ingestion of food and were often preceded by nausea. 
Only on one or two occasions was the vomiting pro- 
jectile in character. They have gradually increased 
in frequency. Previous to the onset of this illness 
the family has no recollection of the patient having 
ever vomited. 

Late in July or early in August (it is impossible 


to determine the period with exactitude) her acute- 


ness of vision began gradually to diminish. It is 
definitely ascertained, however, that as late as the 
first week in September she was still able to read 
the smaller type of the newspapers. Since that 
time visual acuity has rapidly decreased so that 
today she can read only with great difficulty heavy 
block letters one centimeter in height. 

_During September she complained of severe, lan- 
cinating, paroxysmal headaches, localized between 
the eyes. Rarely were these headaches at the vertex 
or occipital. These paroxysms often preceded the 
vomiting and were relieved by it. They have grad- 
ually become more severe, possibly more frequent, 


and now make her life unendurable except in the’ 


interval between the paroxysms when she is free 
from pain. 

Weight has been progressively lost, probably 
largely due to the fact that she voluntarily refrains 
from eating, owing to the headache and vomiting 
thus induced. Her mental processes are slowed and 
the resultant difficulty of comprehension renders it 
impossible for her satisfactorily to codperate in her 
physical examination. Except for this retardation 
and a little occasional nocturnal confusion her men- 
tal condition is unimpaired. 

Briefly resumed, her physical status is as fol- 


lows: Station and gait are both impossible, as she | 


falls when unsupported, though in no particular 


direction. In walking she slides her feet along the | 


ground, taking always a very small step. All the 
tendon reflexes are normal. There is neither clonus 
nor Babinski. The cutaneous abdominal reflexes 
are probably present though sluggish. Codrdination 
in arms and legs is unaffected. Sensation in all its 
modalities is apparently normal, and this includes 
trigeminal findings, although the patient’s responses 
are not always completely satisfactory. Speech is 
slow but otherwise intact. The sphincters function 
well, although on one or two occasions since enter- 
ing the hospital there has been urinary incontinence. 
The cranial nerves are all intact. There are no 
cerebellar signs. 

The eyes are normal except for a high degree of 
refractive error (5 to 6 diopters of hynermetropia) 


and changes noted in the fundus. These fundus) 


changes are papillo-edematous in character and are 
more marked on the left side than on the right. AI- 


though the degree of swelling is at a minimum the | 


diagnosis of papillo-edema can, nevertheless, be made 
by the obliteration of the normal dise outlines, and 
the distinct though slight tortuosity of the retinal 
veins. In order to exclude the possibility of this 
appearance being due to the marked hynermetropia, 
the fundus has been examined a second time with 





corrective lenses placed betore the eyes. This sec- 
ond investigation has confirmed the nrevious opin- 
ion that the changes observed are evidently sympto- 
matic of increased pressure within the cranial cav- 
ity. Vision on the left is 20/100, on the right 
20/70. The ears have not as yet been examined. 

The serological and other laboratory investiga- 
tions have revealed nothing which can help us from 
the standpoint of diagnosis, the only abnormal fea- 
ture being a pleocytosis in the cerebro-spinal fluid 
of 20 cells per cubic millimeter. The systolic blood 
pressure has varied between 110 and 130 milli- 
meters. : 

The case is shown as one of unlocalizable brain 
tumor, in some respects atypical notably in the 


‘early involvement of the gait, the onset of the gen- 


eral symptoms indicative of increased intracranial 
pressure at a period months later, the marked visual 
deficit with a very slight swelling of the optic disc, 
and the possibility that the nerve head changes 
might be attributed solely to the existing high re- 
fractive error. 

[Nore.—This patient was found dead in bed five 
days after presentation at the above conference. 
She had been seen by a nurse fifteen minutes pre- 
viously, who reports that she was apparently in the 
same condition as she had been throughout her stay 
in the hospital. 

The rapid clinical course, the slight pressure 
symptoms with late onset, and the sudden death 
strongly suggest a gliomatous infiltration, the lethal 
ending being induced by a hemorrhage within the 
growth. Owing to the absence of an autopsy no 
definite statement can be made.] 


A MIXED VAGOTONIC AND SYMPATHETICOTONIC STATE, IN 
A CHILD AGED 5. 


Dr. Gustave BornMeE presented from the third 
division L. P., age 5 years, native of United States, 
of Hebraic extraction, 

The patient is an only child. His mother has 
never had a miscarriage. The father has never had 


-any venereal disease. His birth was normal. The 


first teeth were erupted at six and one-half months, 
but at seven months they so interfered with the 
frenum of the tongue that they were extracted. He 
walked at twenty months, but fell a great deal. He 
talked at three years but had used the expressions 
“papa” and “mamma” at one year. 

When one day old he had pneumonia, lasting 
three days. The mother noticed that when he 
nursed, his face would redden markedly. At six 
weeks he had an attack of facial eezema which 
lasted two months. There then began attacks of 
bodily and facial twitchings, which have continued 
to date. 

At eight months he again had pneumonia. At 
eleven months he had measles, of an atypical type, 
lasting three days. At two and one-half years there 
occurred a period during which he did not open his 
eyes for six months. There was no febrile reaction 
at this time. Recovery was spontaneous. 

He has always vomited a great deal, the vomit- 
ing being rather of a regurgitating type than of a 
projectile variety. After all meals he has a marked 
vasomotor flushing of the face and arms associated 
with a violent cardiac palpitation. At times the 
eyes protrude markedly. The convulsive seizures 
still continue at intervals of three to four months. 
They ‘are described as a stiffening of the child’s 
arms and legs in flexion with a slight degree of opis- 
thotonous. The child falls if not supported, but 
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comes to immediately 
face or fans it. Since he has begun to walk, the gait 
has been on his toes, with the heels rarely touching 
the ground. 

His appetite has always been good. His bowels 
tend to move freely, but at times there is a slight 
constipation. Urinary ineontinence has been 
marked, with an appreciable increase in quantity. 

To sum up, therefore, we have a child who since 
birth apparently has suffered from 

1. Vasomotor flushes, especially at time of feed- 


ing. 
2. Tachyeardia, especially at time of feeding. 
3. Vomiting of a regurgitant type. 
4. Hyperidrosis. 
5. Urinary ineontinence with polyuria. 
6. <A peculiar gait characterized by toe-walking. 
7. Transient attacks of marked exophthalmos. 
8. Transient convulsive seizures. 


Physical Examination reveals a rather undersized 
boy with coarse features generally. His hair is dark 
and rather coarse. IJlis face is slightly cretinoid in 
type. ‘There is a varying exophthalmos, somewhat 
more marked at one time than at another. While 
under examination his face flushes to a bright red, 
irregularly and patchily distributed. The wrists 
are also markedly red and hot to touch. The skin 
varies during examination, at times being very 
moist, at others dry. The child walks upon its toes, 
but the condition seems less marked than the mother 
describes it. If the patient be permitted to eat, the 
vasomotor flush becomes marked on face, hands and 
body. There is then marked cardiac palpitation 
and a tachyeardia of from 100-130. The blood pres- 
sure varies from 90-100 systolic. The heart is 
normal. The pupils as a rule are dilated and the 
eye-slits are widened. The pupils react to light and 
accommodation. Pressure on the eyeballs does not 
seem to vary the pulse. The knee, ankle, and arm 
jerks are normal, as are the superficial reflexes 
There is no Babinski or ankle clonus. The tests for 
cutaneous sensibility, as far as the patient will co- 
operate, are normal. The lungs are normal. There 
is no thymic dullness, nor general lymphatic en- 
largement. The tonsils are slightly enlarged. 

Serological findings are negative. 

No x-ray of the pituitary region or of the chest 
was taken. 

As to earbohydrate tolerance, this was not under- 
taken, but it might be mentioned that he has done 
better under carbohydrate diet. 

Therapeutie observations: 

Thyroid, gr. half to one three times daily did not 
change the condition. 

Atropin in the form of Tr. Belladonna m. V. t.i.d. 
bronght on an intense vaso-motor flush, marked 
tachveardia and cerebral excitement. 

Epinephrin, gr. 1/200 b.i.d, produced a_ rather 
beneficial result. His incontinence was improved, 
his flushes were much less marked: there were no 
vomiting and no convulsive seizures. Tlis blood 
pressure rose to 130. He ate better. This condition 
lasted for one month, when there was a total relapse, 
but there was no vomiting. The urinary condition 
slowly returned. 

Pituitary Extract, gr. 1/100 q.d. aggravated his 
trouble. His flushes were more marked. Te eould 
not rest at night. Convulsive seizures returned and 
there was marked vomiting. 

At one time, feeling that there was.some spasmo- 
philie tendency, I gave ecaleium lactate, but with 
no effect. 
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A CASE OF PSEUDO-BULBAR PALSY, WITH REMARKS ON 
THE BULBAR REFLEXES. 


Dr. J. Ramsay Hunt presented from the first 
division a case of pseudo-bulbar palsy with remarks 
on the bulbar retlexes. 

The patient is 60 years old, a carpenter by oceu- 
pation. He has been intemperate in the use of 
aleohol. Lues is denied, and the Wassermann re- 
action is normal. 

Onset of the disease,-3 years ago with weakness 
and numbness of the left arm. The same day the 
left leg also beeame involved. A slight left hemi- 
paresis with dragging of the left leg has persisted 
up to the present time. No disturbance of speech in 
this attack. THe has had oceasional vertigo, but no 
headaches. In July, 1914, three years after the 
original seizure, he developed suddenly, without ver- 
tigo or of consciousness, a disturbance in 
speech (dysarthria) and of deglutition, associated 
with weakness of the extremities on the right side. 
With the bulbar symptoms are associated atypical at- 
tacks of spasmodie or explosive crying. These al- 
ways begin with a peculiar feeling of pharyngeal 
constriction, followed by short spasmodie coughs, 
filling the eyes with tears, and a spasmodic contrac- 
tion of the facial muscles of expression. The attack 
lasts only a few seconds, and as a rule is soon 
brought under control. At times only the pharyn- 
eeal constriction, spasmodie cough and effusion of 
tears occur, the further extension to the muscles of 
expression being inhibited. Such seizures occur 
spontaneously or may be produced by emotional 
stimuli or by irritation of the soft palate. The ves- 
ieal and rectal sphincters are normal. There is no 
pronounced mental deterioration, although his men- 
tal processes are not so keen as formerly. Attacks 


loss 


‘of spasmodie laughter have not been observed. 


Physical Examination. <A large, well developed 
man; station normal; gait is slow and somewhat 
stiff: the left arm is weaker than the right; no 
atrophy and no fibrillation of the museles of the 
extremities, which are slightly spastic, more so on 
the left side. There is no tremor and no ataxia. 
The knee jerks are brisk, left greater than the right; 
achilles reflex active, left greater than right; no 
clonus. The arm jerks are also lively, more so on 
the left side. Abdominal reflexes absent, eremas- 
terie reflexes present and equal. Left plantar reflex 
is of the Babinski type, the right plantar shows ex- 
tension of the small, but flexion of the great toe. 
The sensation, both superficial and deep, are nor- 
mal. The pupils are equal and react promptly. 
Ocular exeursions normal. Facial enervation is 
equal and normal. Museles of mastication are 
strong and prominent. Masseter reflexes exagger- 
ated. Tongue is protruded straight, movements 
somewhat slow. Tnnervation of the soft palate is 
weak, but equal on the two sides. Laryngoseopie 
examination is negative (Dr. Culbert). Vision and 
hearing undisturbed. The speech is slow and indis- 
tinet and enunciation of words is diffieult (dysar- 
thria). There is also a rough laryngeal quality of 
the tone; some difficulty in swallowing solid food. 
Corneal reflexes present and normal, the pharyngeal 
reflex is present but diminished. An wnusual se- 
quence of the pharyngeal reflex is its rather fre- 
quent mergence into an attack of spasmodic weep- 
ing. For example, on irritating the soft palate, as 
in the production of the pharyngeal reflex, there 
first occurs a sense of pharyngeal constriction, then 
a series of explosive respiratory coughing sound, 
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followed by emotional facial grimaces and lacrima- 
tion. At times only the expiratory and coughing 
element follows the irritation of the palate. An- 
other interesting reflex is evoked by stroking firmly 
with a tongue depresser the hard palate; this in- 
duces quite constantly a slow contraction move- 
ment of the left angle of the mouth on the opposite 
side. This reflex may be elicited with equal facility 
from either side of the hard palate. 

Remarks. This case is presented as an example 
of pseudo-bulbar palsy, and is interesting from the 
comparative mildness of the symptomatology. Diag- 
nois is based on the development of bulbar symp- 
toms with the second attack, the first attack pro- 
ducing merely a slight hemiplegic disturbance, evi- 
dences of which still persist. That the pyramidal 
tracts on both sides are affected is indicated by 
bilateral weakness and exaggerated tendon reflexes. 
There is no atrophy of the muscles of the tongue or 
of mastication, and the extremities are likewise free 
from evidences of atrophy and fibrillation; so that 
glosso-labio-pharyngeal palsy and the bulbar type 
of amyotrophic lateral sclerosis may be excluded. 
The absence of atrophy is also against the acute 
apoplectic form of bulbar palsy. Without attempt- 
ing an exact localization, it may be assumed that 
there is a double lesion involving the cortico-bulbar 
tracts on both sides, thus causing supranuclear in- 
terference with the bulbar functions (dysarthria, 
dysphagia and dysphonia). Of a special interest 
and significance are the explosive outbursts of ery- 
ing. This emotional motor expression of grief or 
of joy is a purely automatic function, in which the 
centers for lacrimation, deglutition, expiration and 
expression play a predominant role; this mechanism 
is apparently independent of the higher cortical 
function, except for certain inhibitory influences. 

It is this controlling or inhibitory influence which 
is disturbed in pseudo bulbar palsy, so that slight 
impulses of reflex emotional or associated origin may 
initiate an attack. In severe cases such outbursts 
may reach the most violent and extreme expression 
of grief. In the present case it is more subdued and 
is more readily controlled. It is also of interest to 
note that the usual pharyngeal reflexes overflow and 


cause a discharge of this mechanism, as in the case | 


just described. The presence of a slow contra- 
lateral reflex contraction of the angle of the mouth 
on stroking the hard palate, is also to be empha- 
sized, and is probably only another manifestation of 
the hard palate reflex described by Laehr and Hen- 
neberg, in which movements of the orbicularis oris 
follows stroking of the hard palate. Perrero has 
also described contralateral reflex contraction of 
the face on stroking the soft palate. Another exam- 
ple of a bulbar reflex is the so-called fress reflex de- 
scribed by Oppenheim in Infantile Pseudo-Bulbar 
Palsy, which consists of a combination of suckling, 
chewing and swallowing movements after stroking 
tongue or lips. 

The brain stem and basal ganglia, therefore, con- 
tain mechanisms which are concerned in the pro- 
duction of rather elaborate and complicated auto- 
matic acts, which are controlled by the higher cere- 
bral centers. These furnish important symptoms 
when the cerebral inhibition is lost, as in pseudo- 
bulbar palsy, and there is produced as a result ex- 
plosive laughter and weeping and various types of 
bulbar reflexes, a return, as it were, to the bulbar 
condition of infantile life before the inhibitions are 


developed. 





CLINICAL CONFERENCE OF THE NEURO- 
LOGICAL INSTITUTE, NEW YORK. 


RecuLtar MEETING NOVEMBER 9TH, 1915. 
Dr. J. Ramsay Hunt in the Chair. 


A CASE OF ACUTE (APOPLECTIC) BULBAR PARALYSIS. 


Dr. Water CLark Haupt in presenting this case 
from the First Division, said that it displayed many 
unusual features, not the least interesting of which 
was the possible syphilitic origin of the disease. 
Furthermore, the question of distinction between 
true bulbar palsy of vascular origin and pseudo-bul- 
bar palsy comes up, and is not an easy one to decide 
satisfactorily. 

The patient, a widow thirty-two years of age, was 
admitted on Dr. Collins’ service October 28, 1915. 
She complained of inability to walk unaided, diffi- 
culty in standing without support, weakness of her 
arms, a numb and cold sensation in the arms and 
legs, and occasional crying and laughing spells. 

Her family history records no disease peculiar to 
her kin. She had measles, mumps and an attack of 
jaundice as a child. Aside from an operation for 
varicose veins of the right leg, she never had any. 
serious illness. Menstruation began at twelve and 
has always been irregular, but not painful. At the 
age of seventeen, she married a man forty-three 
years her senior. A year afterward, she bore a child 
which died when six months old because “the 
measles would not come out.” Her fifth child died 
at the age of four months of malnutrition. Four 
of her children are living and well. She lived hap- 
pily with her husband until about five years ago, 
when he had a stroke of apoplexy at the age of 
seventy-four. From that time on, he began scolding 
and berating her and making life miserable for her. 

About the end of July, 1910, there was a violent 
scene after her husband had accused her of un- 





faithfulness. He choked her until her older boy hit 
him over the head with the end of a whip. She 
was greatly excited and her distress was increased 
‘when her husband’s relatives accused her of having 
struck her husband, and threatened her with arrest. 
| She went to bed that night at about eleven, weeping 
| and thoroughly wrought up, but fell asleep in about 
‘half an hour. Around midnight she woke up be- 
| cause “her body was burning hot all over.” She 
'ealled to her daughter, got up and sat on a chair 
‘until she began to feel chilly, whereupon she re- 
‘turned to bed. She remembers that she was very 
thirsty at this time. After a few minutes, she 
'found that she could not move her arms or legs; 
the latter were “stretched out and stiff.” her arms 
were “folded over her breast,” her fingers con- 
tracted, her tongue was hanging out of her mouth 
which she was unable to open any further, or close. 
She had great difficulty in swallowing, choking espe- 
cially on fluids that were given her. She was un- 
able to speak, but was conscious of everything going 
on and remembers hearing the doctor say that she 
would not live until morning. 

Three days afterward she was taken to the Hud- 
son Hospital, where her condition gradually im- 
proved. Two weeks after entrance she was able to 
move her arms slightly. After three weeks, her 
power of speech began to return. All this time her 
lips felt swollen, her tongue seemed thick, and she 
had difficulty in moving it. Two months after her 
attack, she could talk so that one could understand 
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her, but not for half a year could she talk fluently. 
For four weeks after her attack, her legs were com- 
pletely paralyzed; then she found that she could 
move the left, and a short time later the right one 
laterally. Her right leg has been much slower in 
improving than the left. While at the Hudson 
Hospital, where she remaind six weeks, she was in- 
continent of urine and feces. At the time of her 
attack she “felt numb all over.” Sensation gradu- 
ally returned to the upper and then to the lower ex- 
tremities. Up to the present day, her hands and 
legs feel cold and she often has a sensation of pins 
and needles in her fingers. 

When she left the Hudson Hospital she could 
neither walk nor stand without support, nor was | 
she able to lift her hands above her head. She 
gradually became stronger at home, and could stand | 
up while doing a little housework. Though the | 
fingers of her right hand were somewhat difficult to 
open, she gradually acquired fairly good power of | 
her arms. | 

Her life has not been happy during the last few 
years, and she is inclined to be melancholy. She | 
has occasional crying spells over which she does not | 
seem to have control, and at other times bursts of 
laughter, which are also hard for her to stop. 

Physical Examination. The patient is short and 
rather obese. The hair is scanty, hirci and pubic 
hair not abundant. Teeth are carious or absent. 
Cardio-respiratory system is negative. Bloodpres- 
sure, 135. Abdominal examination reveals nothing 
abnormal. 

The pupils are equal in size, irregular in outline, 
and react sluggishly to light and accommodation. 
The external ocular movements are normal. There 
is no nystagmus nor diplopia. Vision and fundi 
are normal and the fields are complete (Dr. Hold- 
en). There is no facial paralysis nor masseter 
weakness. Examination of the larynx and naso- 
pharynx is negative (Dr. Culbert). The tongue is 
protruded in the midline and shows no atrophy nor 
tremor. The palatal reflex as well as Henneberg’s 
sucking reflex are not obtained. On phonation, the 
excursion of the palate appears somewhat smaller 
than normal. Patient has no difficulty in swallow- 
ing liquids or solids. Her speech is not indistinct 
and she repeats all test phrases without stumbling. 

_Her gait is extremely spastic and she has great 
difficulty in walking, taking very short steps. She 
cannot stand without support and leans her body 
forward. 

The nutrition of her upper extremities is good 
and no atrophy can be made out. Range of move- 
ment is normal in all directions. Muscular power 
is only fair, and there is moderate spasticity of the 
right arm. No tremor, incodrdination, astereogno- 
sis or adiadochokinesis. There is increased myota- 
tic irritability. The biceps, triceps, periosteal-radial 
reflexes are all hyperactive. Hoffman’s sign is pres- 
ent on both sides. 

Se and epigastric reflexes are not obtain- 
able. 

In the lower extremities the nutrition is good, 
and there is no local wasting or atrophy. Both legs 
are in a markedly hypertonic state, the right more 
so than the left. Flexor and extensor muscles both 
of thighs and legs are spastic. There is distinct 
adductor spasm. Myotatic irritability is increased. 
No fibrillary twitching or tremor are seen. The 
patient can elevate the left leg from the bed to an 
angle of 30,° the right one-half that distance. At 








the knee joint flexion and extension are greatly lim- 


ited. The right leg can be flexed only about 10° 
and the left about 30.° Range of movement at the 
ankle joint is also limited, and this is again more 
marked on the right. The toes are the only part of 
the lower extremities which she can move freely. 
Of the tendon reflexes, the knee and ankle jerks 
are exaggerated. Plantar stimulation gives first an 
extensor then a flexor response. The Babinski and 
Oppenheim phenomena are present on both sides. 
There is a double inexhaustible ankle clonus. Pa- 
tella clonus is not obtainable on account of the 
marked spasticity. 

There are no objective sensory disturbances; per- 
ception of tactile, painful and thermal stimuli being 
equal and normal everywhere. There is no loss of 


postural sense either in the upper or lower extrem- 


ities. 

Examination of the blood, urine, gastrie contents 
and feces are reported normal. Dr. Kaplan found 
the Wassermann reaction of the blood serum posi- 
tive on two occasions, while it was reported indeter- 
minable in Dr. Fordyce’s laboratory. The cerebro- 
spinal fluid has been negative throughout on two 
oceasions. 

The electrical reactions of the muscles of both the 
upper and the lower extremities were found to be 
normal. All muscles respond actively to Faradism 
except the right soleus and gastrocnemius where 
the reaction was not complete, probably due to oper- 
ation sear tissue. The response to Galvanism was 
normal everywhere except for the shoulder muscles, 
where it is diminished, probably on account of the 
thick covering of adipose tissue. The reaction of 
degeneration was nowhere demonstrable. 

Summary. After enjoying twenty-seven years of 
ordinary good health, the patient suddenly devel- 
oped, subsequent to severe emotional strain, a glos- 
so-pharyngo-labial paralysis with spastic paraplegia 
of all four extremities. The symptoms began to 
disappear two weeks after onset. No further im- 
provement took place after one year, and the con- 
dition has remained stationary for about four years, 
the residuum of her attack consisting of a spastic 
paralysis of both lower extremities, moderate spas- 
ticity of right arm, fatiguability of both upper ex- 
tremities, paraesthesiae in both arms and legs, and 
occasional spasms of wheezing laughter and crying 
spells. The positive findings on physical examina- 
tion are: Sluggish, irregular pupils, slightly dimin- 
ished excursion of palate on phonation, absence of 
palatal reflex and of Henneberg’s sucking reflex, 
spastic gait, inability to stand without support, di- 
minished muscular power of upper extremities, ex- 
aggerated reflexes, spasticity of right arm, increased 
myotatie irritability, bilateral Hoffman’s sign, ab- 
sence of abdominal and epigastric reflexes, marked 
spasticity of lower extremities with greatly dimin- 
ished muscular power, exaggerated knee and ankle 
jerks, double Babinski and Oppenheim, double in- 
exhaustible ankle clonus, positive serum Wasser- 
mann. 

The sudden development of a glosso-pharyngo- 
labial paralysis, associated with paraplegia of all 
four extremities, and especially the subsequent re- 
gressive course of the disease, mark this case as 
one of acute (apoplectic) bulbar paralysis. The 
positive character of the Wassermann reaction 
points to a luetic origin of the trouble, possibly a 
syphilitic endarteritis of the basilar artery, as Op- 
penheim explains cases of this character, ascribing 
the sudden apoplectiform qnset of the symptoms to 
a transient complete obstruction of that vessel, and 
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attributing the regressive course of the disease to 
a restoration of the circulation before death of the 
tissue has occurred. 

In many cases, the differential diagnosis between 
acute bulbar paralysis and pseudo-bulbar palsy is 
difficult, as the symptoms of the two syndromes are 
essentially the same. In this case, however, there 
are certain factors which enable us to exclude one 
disorder in favor of the other. In the first place, 
the symptoms of pseudo-bulbar palsy usually develop 
in the course of several apoplectic seizures, and 
hardly ever come on in a sudden attack as in this 
case. Furthermore, in the great majority of cases 
of pseudo-bulbar palsy, there are present signs of 
general arteriosclerosis which are not observed in 
this patient. Lastly, pseudo-bulbar palsy does not 
show the regressive course which the symptoms in 
this case have taken, and which is observed in the 
less severe cases of acute bulbar paralysis that do 
not end fatally within a few days, due to broncho- 
pneumonia or paralysis of the respiration and heart. 

The sudden onset of the symptoms in one apop- 
lectic attack, the absence of signs of general arterio- 
sclerosis and the regressive course of the symptoms, 
speak in favor of acute bulbar paralysis, the prob- 
able etiological factor in this case being a transient 
thrombosis of the basilar artery, on the basis of a 
luetie endarteritis. 


SUB-ACUTE COMBINED SCLEROSIS OF OBSCURE ETIOLOGY. 


Dr. WALTER TIMME presented from the third 
division a tailor, 48 years of age, married, with 
five children, all well, who entered the hospital on 
November 5th, 1915, with the following history. 
Some six months ago he was compelled to close his 
shop in a fashionable neighborhood of Paris on ac- 
count of the war. This entailed a considerable loss 
of money, the loss of a well-established business, 
and an intense mental shock. Shortly thereafter, 
he began to notice a weakness in both legs, and 
various paraesthesiae in both feet. This condition 
gradually got worse and he came to America hoping 
to begin anew, and at the same time improve his 


health. He obtained employment here, but his con- | \ 
‘ceased, the pains in the ear and mastoid returned 


dition grew from bad to worse until now he cannot 
walk nor stand, but has pain and stiffness in both 
legs, with no actual sphincterice trouble. His ex- 
amination upon entrance showed that he could 
neither stand nor walk, that he had marked spuctic- 
ity of both legs with a double Babinski, Oppen- 
heim and Gordon, double ankle and patellar clonus, 
with of course extremely hyper-acute tendon re- 
flexes. The abdominal, epigastric and cremasteric 
reflexes are absent. His pupils are irregular, some- 
what unequal, practically fixed to light, reacting 
slightly to accommodation; of true Argyle-Robert- 
son type. His tongue deviates slightly to the left 
and he has had an occasional diplopia. He has some 
subjective sensory changes, in addition to the para- 
esthesiae already mentioned, in both fingers and 
toes, namely, a well-marked girdle sensation at 
about .the 12th dorsal distribution. Since coming 
into the Institute he has been running a low tem- 
perature, highest in the evening, varying between 
98 and 101 degrees. His blood and spinal fluid are 
entirely negative as to the Wassermann reaction, 
cell count and globulin. His urine shows a slight 
trace of albumin. His blood examination shows the 
following: there are but 2,700,000 red cells, some 
of which show stipling and others show signs of de- 
generation. The differential white cell count is 
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| practically normal. The case is, therefore, in all 


probability, one of sub-acute combined sclerosis. 

These cases of combined sclerosis are fairly nu- 
merous in the literature. They have usually arisen 
after severe shock or fright, after prolonged exer- 
cise, but chiefly after infectious systemic diseases, 
such as typhoid, malaria, diabetes, pernicious ane- 
mia, and a host of others, less well defined. The 
fact that the present patient has a blood condition 
of pernicious anemia, and is running a temperature 
of low degree, may put him in a group in which a 
chronic malarial or other cachexia has produced a 
blood picture of pernicious anemia. Another fact 
which ought to be considered in conjunction with 
these two debilitating ones, is the intense mental 
anxiety and strain, and deep disappointment and 
discouragement entailed by the loss of his business 
and savings in Paris, as a result of the war condi- 
tions. The Argyle-Robertson pupil present in this 
ease is a factor difficult of explanation, in light of 
the three separate negative syphilitic findings in his 
blood and spinal fluid, at three different periods in 
the course of his disease. Yet a similar pupillary 
picture in non-luetic cases has been seen by other 
observers, notably, Marburg, Oppenheim, and 
Frankl-Hochwart. Whether the phenomenon is due 
to direct involvement of the ciliary ganglia, or else 
to the condition of the cord at the level of the cilio- 
spinal centres, is a moot point. 

The progress of the case will be further reported. 


ACUTE DISSEMINATED MYELITIS, FOLLOWING ACUTE 
STREPTOCOCCUS INFECTION OF THE EAR, 


Dr. J. Ramsay Hunt presented from the second 
division, a woman thirty-five years of age, a domes- 
tie servant by occupation. Her previous history is 
negative and without especial interest. She was in 
excellent health until April 1st, 1915, when the right 
ear became painful following a “cold.” The pain 
in the ear was very severe for two weeks, and was 
then followed by a purulent discharge from the 
canal. On the appearance of the discharge, the pain 
diminished in severity. After the ear had dis- 


charged for about three weeks, the flow suddenly 





and became increasingly severe, and she applied to 
the New York Eye and Ear Infirmary for treatment. 
She was admitted to the service of Dr. Gorham 
Bacon on May 11th, 1915, a diagnosis of acute 
mastoiditis was made and operative treatment rec- 
ommended. On May 13th, Dr. Saunders performed 
a mastoid operation which included exposure of the 
sinus, and a considerable area of dura mater. Bac- 
teriological examination of purulent matter removed 
from the mastoid cells, showed the presence of nu- 
merous colonies of streptococcus longus. 

On the fourth day following the operation, she 
complained of indefinite pain in the back and lower 
extremities, followed by weakness and paraesthesia 
of the trunk and legs. These symptoms were ac- 
companied by fever and chilly sensations. Fzamt- 
nation at this time showed weakness and ataxia, and 
she was unable to stand or walk without assistance. 
Blood cultures made on May 18th, 1915, were quite 
negative. The cellular constituents of the blood 
showed marked changes: Red cells, 2.200,000; white 
cells, 5,000; hemoglobin, 45%. Differential count 
as follows: Small mononuclears, 61%; large mon- 
onuclears, 4% ; polynuclears, 34% ; eosinophiles, 5%; 
mast cells, 5%. The red corpuscles were irregular 
in size with clear central areas. The urine was 
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normal. Pains in the lower extremities continued 
and soon extended to the neck and arms, especially on 
the right side. There was also a painful girdle sen- 
sation at the umbilical level, and a sense of constric- 
tion about the neck. Vesical symptoms and diffi- 
culty in defecation were also present. There was 


some headache low down in the occipital region, | 


but no vertigo, delirium, or other central symptoms. 
The mastoid wound healed without complication, 


but the spinal symptoms persisted and for a time | 


increased in extent and severity. 

Neurological Examination, On June 16th, 1915, 
I first saw the patient at the request of Dr. Bacon 
and Dr. Saunders. She was then almost paraplegic 
and unable to stand without assistance. There was 
marked static ataxia (Romberg symptom). She 


complained bitterly of pain in the neck and lumbar | 


region, and there was a painful sense of constric- 


. . - . | 
tion around the waist, with paraesthesia of the | 


hands, and both lower limbs to the knees. The mo- 
tor power of the arms was undisturbed and there 
was no ataxia or tremor. The knee jerks and 
achilles jerks were exaggerated, and there was a ten- 
deney to ankle and patellar clonus on both sides. 
The abdominal reflexes were elicitable, and the 
plantar reflexes were much diminished and of the 
flexor type. 

There was marked disturbance of sensibility, both 
superficial and deep, of the lower extremities. 

The pupils were equal and reacted to light and 
accommodation. Vision and the optic nerves were 
normal and there was no nystagmus or paralysis of 
cranial nerves. Articulation was not affected. 

At this time (June 16, 1915,) a Wassermann test 
of both the blood and spinal fluid was negative, and 
there was no increase of the globulin content or of 
cellular elements. <A blood count at the time showed 
some improvement over that taken on May 18, but 
there was still severe anemia: Red cells, 2,160,000; 
white cells, 4,000; haemoglobin, 70%. 
count: Small mononuclears, 53%; large mononu- 
clears, 10%; polynuclears, 36%. One nucleated red 
cell was found. 

The diagnosis was made of a spinal cord affec- 
tion, probably a myelitis of infectious or toxic ori- 
gin. She remained in the Infirmary until August, 
1915, without material change in her condition, and 
was then transferred to the New York Neurologi- 
cal Institute, and was admitted to the Second Divi- 
sion. 

Her complaints on admission were as follows: 
Pain in neck and dorsal region, with broad girdle 
sensation about the chest and upper abdomen. Pain 
and painful paraesthesia of the lower extremities 
and to a lesser degree of the arms, especially the 
right. Rather a constant area of pain in nape of 
neck extending to the right shoulder. Occasional 
incontinence of urine and also of feces after laxa- 
tives. Inability to stand or walk. There is no com- 
plaint of headache, vertigo, diplopia, nor visual dis- 
turbance. Her mind is perfectly clear. 

Examination. August 8th, 1915. The patient is 
bedridden and incontinent. No decubitus. Pupils 
are equal and react to light and accommodation. 
No nystagmus. 

The cranial nerves, including the optic dises, are 
negative. 

_ The spinal column shows no deformity, but there 
is some tenderness on pressure at the level of the 
4th D. and 8thD. spines, and there is very slight 
stiffness of the neck. Movements of the arms are 
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free and there is no ataxia or tremor. The grip of 


the right hand is somewhat weakened, and the right 
‘arm is the seat of pain and paraesthesia, but with- 
out gross disturbance of sensation. The tendon re- 
‘flexes of the upper extremities are present and not 
exaggerated. 

| Both lower extremities are spastic and paretic, 
'the right more than the left. There is well-marked 
patellar clonus and ankle clonus on both sides. The 
plantar reflexes are of the extensor type (Babinski). 
|The abdominal reflexes are absent. 

The postural sense of the toes is disturbed on both 
sides and the superficial sensibility, touch, pain and 
temperature, is diminished or lost in irregular areas 
below the umbilical line, above which there is a 
broad zone of hyperaesthesia. 

On August 8th, 1915, the Wassermann tests of the 
| blood and cerebrospinal fluid were again negative, 
and there was no increase of globulin or of cells. 
The urine was negative. An examination of the 
blood on November 6th, 1915, showed 4,782,000 red 
cells with 70% of hemoglobin. While under ob- 
servation, there had been no fever and the examina- 
tion of the internal organs, heart, lungs and abdo- 
/men, showed no abnormalities. 

Comment. The patient remained in the Institute 
three months, during which time there was a grad- 
ual abatement of the subjective symptoms, with 
some return of power in the lower extremities. 
When discharged, November 15, 1915, there was 
still spastic paraplegia with paraesthesias and a 
girdle sensation. The spinal cord symptoms had, 
however, shown a distinct improvement, no new 
symptom had developed and the tendency was to 
retrogression, and not progression of the disease. 
There was, therefore, every reason to hope, that the 
inflammatory process had been checked by the de- 
fensive forces of the body, and that eventually, those 
neural structures which had suffered, would gradu- 
ally reeover a considerable portion of their func- 
tion. It is probable, however, that some weakness 
and spasticity will persist as a result of permanent 
injury to the pyramidal tracts. 

As the spinal cord symptoms had followed so soon 
after the operative procedure, it was thought likely 
that the organisms (streptococci) or their toxins, 
had entered some of the venous channels, thus reach- 
ing the general circulation. Just why the hematog- 
enous infection should have become localized in 
the spinal cord, is as much of a mystery in this case 
as in other of these obscure selective forms of in- 
flammation. The possibility of a direct infection of 
the subdural space was also considered, with second- 
ary invasion from the cerebrospinal fluid of the 
medullae spinalis. Such an invasion of the cerebro- 
spinal fluid would be much more likely to cause 
meningitis with the clinical and pathological fea- 
tures of this disease, and while it is true that slight 
meningeal symptoms were noted, as spinal pain and 
some stiffness of the neck, yet these were not more 
acute than are commonly observed in myelitis, and 
the fluid obtained by lumbar puncture was free 
from any signs of inflammatory reaction. 

The extreme degree of the infective and intoxica- 
tion process, is shown by the severe secondary ane- 
mia which was present. That this was merely a sec- 
ondary anemia, was evidenced by the marked im- 
provement in the blood picture, after the subsidence 
of the infection, and the funicular myelitis associ- 
ated with pernicious and other grave anemias may, 
therefore, be excluded. 























476 BOSTON MEDICAL AN 





D SURGICAL JOURNAL 


{Marcu 30, 1916 





THE BOSTON 7 
Medial and Surgical Journa 


Established in 1812 


An ind dently owned Journal of Medicine and Surgery, pub- 
lished weekly, under the direction of the Editors and an Advisory 
poem os by the Boston MEDICAL AND SurGicaL JOURNAL So- 
ciety, Inc. 


THURSDAY, MARCH 30, 1916 











EDiToRS, 
Rospert M. Green, M.D., Editor-in-Chief. 
Georce G. SMITH, M.D., Assistant Editor. 


Water L. Burrace, M.D. . A 
Frepericn T. Lonp, M.D. For the Massachusetts Medical Society. 


CoMMITTEE OF CONSULTING EDITORS. 
Wa.LteR B. Cannon, M.D. ALLan J. McLauGHuin, M.D. 
Harvey CusHina, M.D. Ropert B. Oscoov, M.v. 
Davip L. Epsaui, M.D. Mitton J. RoseNau, M.D. 
Reiw Hunt, M.D. EDWARD C. STREETER, M.D. 
Rocer I, Lee, M.D. E. W. Tay or, M.D. 
Apvisony COMMITTEE. 


Epwarp C. StreetsrR, M.D., Boston, Chairman. 
Water P. Buwers, M.D., Clinton. 

ALGERNON COOLIDGE, M.D., Boston. 

Homer Gace, M.D., Worcester. 

JoEL E. Gotptuwalit, M.D., Boston. 

Lyman A. Jones, M.D., North Adams. 

Rosert B. Oscoop, M.D., Boston. 

Huey Wi tumums, M.D., Boston. 

ALFRED WorcesTER, M.D., Waltham. 

SUBSCRIPTION TERMS: $5.00 per year, in advance, postage paid, 
tor the United States. $6.56 per year for all foreign countries be- 
lunging to the Postal Union. 

An editor will be in the editorial office daily, except Sunday, 
from twelve to one-thirty p. m. 

Papers for publication, and all other communications for the Edi- 
torial Department, should be addressed to the Editor, 126 Massachu- 
setts Ave., Boston. Notices and other material for the editorial pages 
must be received not later than noon on the Saturday preceding 
the date of publication. Orders for reprints must be returned in 
writing to the printer with the galley proof of papers. The Journal 
will furnish one hundred reprints free to the author, upon his 
written request. 


All letters containing business communications, or referring to | 


the publication, subscription, or advertising department of the Jour- 
nal, should be addressed to 

Ernest Grecory, Manager. 
126 Massachusetts Ave., Corner Boylston St., Boston, Massachusetts. 





MODERN PROBLEMS IN OBSTETRICS. 

THE modern development of obstetrics, like 
that of other branches of medicine, has not re- 
sulted in the establishment of a stereotyped sci- 


ence or art. Classic operations and modes of, 
procedure, it is true, have acquired a recog- | 


nized position in obstetric practice; but there 
has been no tendency for the subject to become 
stationary. On the contrary, with the constantly 
broadening general scope of medicine, new con- 
ceptions and modes of regard have arisen in ob- 
stetrics which lead to constant progressive vari- 
ation in its purposes, methods, indications and 
technic. New advances in scientific knowledge 
in other fields are extended and applied in the 
field of obstetrics with analogous results in prog- 
ress to those following the introduction of surgi- 
cal anesthesia and the recognition of the bacte- 
rial etiology of inflammatory disease. With 
these constant advances there arise constantly 
new problems, in dealing with which the clinical 
experience and experimental investigation of 
modern obstetrics are concerned. 


In the present issue of the JOURNAL, which is 


published as an obstetric number, we take pleas- 


ure in presenting a series of papers dealing with 


| various aspects of two of the more important of 


these modern problems in obstetrics,—Caesarean 
'section and obstetric anesthesia. A priori it 
might seem that Caesarean section were an oper- 
ation likely soon to become stereotyped in its 
performance and application; yet in point of 
‘fact it is a procedure whose more extended use 
vhas given rise to wide divergences of opinion 
relative to its indications and its technic. The 
three articles on Caesarean section which com- 
| pose the symposium on that subject in this num- 
ber are striking illustrations of the important 
differences that may exist in the theory and in 
the practice of earnest and successful clinicians 
in the same field of medical activity. 

_ It is undoubtedly true that in recent years 
there has been a rapid extension of the field of 
| indications held to justify the performance of 
Caesarean section. Indeed it has even somewhat 
| fantastically been suggested that Caesarean sec- 
tion may become an almost universal procedure, 
‘normal labor remaining as a rare and accidental 
‘Phenomenon. Though this result is, of course, 
/not to be considered seriously, such a change in 
the methods of human life would be hardly more 
‘radical than others that have been successfully 
and advantageously adopted, such as the use of 
clothing, the cooking of food and the assumption 
of the erect posture. Caesarean section has not 
_yet been long enough in employment for us to 
ascertain or appreciate the hereditary effect 
which it may have upon human structure by en- 
abling the survival of dystocie stocks that other- 
wise and hitherto have been constantly and re- 
lentlessly eliminated by natural process. It is 
known that morphologic evolutionary changes 
| may occur under favoring conditions within a 
|relatively short time; and it is conceivable that 
after several generations of Caesarean section in a 
igiven family the possibility of normal labor may 
| become completely and permanently eliminated. 
‘Such consideration, however, is purely specula- 
tive and theoretic and does not concern the ques- 
‘tion at issue. The problem of Caesarean section 
‘to-day is to determine the field of its legitimate 
present indication, not to contemplate the pos- 
sible future development of the procedure. Ob- 
stetries will not differ from other branches of 
modern medicine if it alters the course of evolu- 


tion by encouraging the survival of forms which 
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under earlier conditions would have been rigor- | 
ously and automatically condemned as unfit. 

The subject of anesthesia in obstetrics presents 
another important problem which in recent years 
has been extensively and conspicuously dis- 
cussed, by the laity as well as by the profession. 
The exploitation of so-called twilight sleep in the 
popular press has probably done a certain meas- 
ure of harm; for its consideration as one of the 
methods of obstetric anesthesia legitimately be- 
longs in professional publications. Dr. Brant in’ 
his article on anesthesia in obstetrics, reviews, 
summarizes and compares various anesthetic. 
methods at the disposal of the clinician and 
states clearly his views as to the indication for 
their employment. Dr. Irving in the succeeding 
article presents a detailed exposition of his tech- | 
nie and experience in the employment in obstet- 
ries of one of these methods, that of nitrous-oxide | 
gas and oxygen. 

There is, of course, vastly more to be said on 
the subjects, both of Caesarean section and of 
obstetric anesthesia, than could be included in a 
long series of issues of the JouRNAL. It is hoped 
that the selected papers presented in this num- 
ber may be of interest not only to obstetric spe- 
cialists but to those general practitioners who 
compose the vast majority of obstetricians; and 
that they may prove also a useful contribution 
to the growing literature and discussion of these 
modern problems in obstetrics. 


per 100,000 within the next four years. 
‘comes an excellent illustration again of what 


rate than California and eleven a better. 


‘est 7.8 in Vermont. 


‘rate from typhoid in that year fell to a point 
between 9.6 and 9.8 per 100,000. This neatly 
capped the determination expressed in Dr. Saw- 


yer’s paper, that the death rate from typhoid in 
California would be reduced to a figure below 10 
So 


eareful and scientific public health work can ac- 
complish, and how results may easily exceed the 
most sanguine expectation. 

The final figures for 1915 gave a total redue- 
tion in death rate from typhoid in nine years of 
70% and over the preceding year of 29%. 

Sawyer quotes the statisties of the U. S. Bu- 


‘reau of the Census for 1913, the latest available 


source, showing that in the registration area of 
the United States, twelve states had a poorer 
The 
highest was 57.4 in North Carolina and the low- 
Five states only had death 
rates for typhoid lower than 10, these being 


Vermont, Massachusetts, Rhode Island, Wiscon- 


sin and New Jersey. California has now joined 


this enviable group and is planning to proceed 
‘still further. 


Sawyer points out that it becomes 
increasingly difficult to lower the rate as it ap- 
proaches zero, yet the effort to control this ab- 
solutely preventable disease is one of the finest 
lines of progress made in modern medicine. The 
California Board of Health has inaugurated a 


special campaign for sanitation and typhoid 


safety in the regions of the great national parks 


i 


and play-grounds in the state, which are visited 


by thousands of people from other districts each 


DECREASE OF TYPHOID FEVER IN 
CALIFORNIA. | 


IN a paper read November 9, 1915, and re- | 
ported in the California State Medical Journal | 


year. A more efficient determination is also 
planned to locate the actual place of infection 


|in each case of typhoid to facilitate intensive 


eradication. 
The lowering of the incidence and mortality 


for March, 1916, Dr. Wilbur A. Sawyer, secre-| trom typhoid is certainly a matter in which 
tary of the California State Board of Health,!there may be a beneficial competition between 
gave some interesting and stimulating details | tates, and it should be a matter of reproach vw 
regarding the campaign against typhoid fever | any state, as to any community, to stand low in 
in that state during the last eight years. Owing gyeh a list. 

to many circumstances, of which not the Jeast | 
was the difficulty of getting full reports of non- | 
fatal eases, he concluded that for the present | 
the only reliable gauge of progress in typhoid | 
prevention was the typhoid death rate. The| 
death rate from typhoid per 100,000 population | A RECENT number of the weekly bulletin of 
fell steadily in these eight years from 32.2 to the Department of Health of New York City 
13.6, a reduction of 58%. After the reading of (Feb. 19, 1916) contains an interesting résumé 
the paper, but previous to its publication, fuller | of the incidence and mortality from diphtheria 
figures for 1915 showed that the actual death jin the year 1915. A comparative table is given 


DIPHTHERIA IN NEW YORK CITY. 
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showing that while there were reported in the | 
years 1907 to 1915, inclusive, 280,078 cases of | 
measles with 6,630 deaths, a percentage of 2.4, | 
and 131,925 cases of scarlatina with 6,474 deaths, | 
a percentage of 4.7, there were 138,042 cases of | 
diphtheria with 13,435 deaths, or a percentage 
of 9.7. This persisting high death rate from 
diphtheria and its continuing higher mortality 
than measles and searlatina, are worthy of re- 
mark. 

It is pointed out that since the introduction 
of antitoxin and its attendant marked fall in 
mortality rate, there has been practically no 
change in the death rate from diphtheria. This 
is ascribed to the fact that the average prac- 
titioner does not give antitoxin on the first day 
of the disease, or as soon thereafter as he sees 
the case, in spite of the fact that given on the 
first day there is practically no mortality. Along 
with this is a failure of the practitioner to make 
sufficient throat cultures and with proper care 
for diagnosis. Prompt diagnosis and immediate 
isolation of contacts and suspects will go far 
toward reducing the case incidence, as_ the 
prompt and adequate use of antitoxin will go 
far toward reducing the mortality. 

The report calls deserved attention to the im- 
portance of the Schick intra-dermal reaction to 
determine the degree of immunization of con- 
tacts. With prompt handling of the actual case, 
and the determination of all contacts whose 
immunity is low, the quarantine of the disease 
becomes really accurate. In the use of toxin- 
antitoxin mixtures for immunization there is 
much to be hoped for securing finally a means 
of practical immunization. The administration 
is effective as a prophylactic for only a few 
weeks. 

For the year 1915 there were 15,572 cases re- 
ported with 1,278 deaths, or a mortality of 8.2% 
as compared with 17,130 cases and a mortality 
of 8.7% in 1914. In the Diagnosis Laboratory 
there were examined 51,517 primary throat cul- 
tures, of which 8,340 were found positive. Less 
free antitoxin was distributed in 1915 than in 
1914. 

The point is worthy of emphasis that in spite 
of a ready means of accurate diagnosis, and in 


spite of the availability of a specific cure, the | 


ease incidence and case mortality have not shown 


a greater decrease. This is a matter which can | 
be put squarely back on the practitioner, and it | 


is up to him to make use of the scientific weap- 
ons available. 


BOYLSTON MEDICAL PRIZES. 


For many years, indeed since its foundation 
in 1826, the Boylston Medical Prize has been 


‘one of the most notable prizes in medicine in 


this country. Until lately this prize has been 
awarded annually and has carried a premium 
of $75. Recently, however, its administration 
has been so changed that it is now offered tri- 
ennially with an honorarium of $300 and the 
‘new Boylston Prize Medal which has been made 
to take the place of the original medal, the die 
of which was cast at the British mint in Lon- 
|don, but which disappeared many years ago and 
| was apparently lost in the Boston fire. The new 
‘medal will be of gold, an 1 will be awarded only 
|in case the winning essay shows especial original- 
‘ity in the investigations detailed. 

| For 1915 the Boylston Prize has been awarded 
_to Dr. Wilson G. Smillie of Cambridge, Mass., 
‘for an essay entitled ‘‘Studies of the Strepto- 
| coccus of Smith.’’ For 1918 the prize is offered 
| for the best dissertation on the results of original 


|research in medicine, the subject to be chosen 
| 


by the writer. Dissertations entered for this 
prize must be in the hands of the secretary on 
or before December 31, 1918. This prize is 
‘open to public competition. The further con- 
ditions upon which the prize is awarded are as 
follows: 


‘*In awarding these prizes, preference will be 
given to dissertations which exhibit original 
work, but if no dissertation is considered worthy 
\of a prize, the award may be withheld. Each 
dissertation must bear, in place of the author’s 
name, some sentence or device, and must be ac- 
companied by a sealed packet, bearing the same 
sentence or device, and containing the author’s 
‘name and residence within. Any clew by which 
ithe authorship of a dissertation is made known 
to the Committee will debar such dissertation 
from competition. Dissertations must be printed 
(or typewritten, and their pages must be bound 
‘in book form. All unsuccessful dissertations are 
|deposited with the Secretary, from whom they 
‘may be obtained, with the sealed packet un- 
opened, if called for within one year after they 
‘have been received. By an order adopted in 
1826, the Secretary was directed to publish 
annually the following votes :— 





‘1. That the Board does not consider it- 
self as approving the doctrines contained in 
any of the dissertations to which premiums 
may be adjudged. 


‘2. That, in case of publication of a suc- 
cessful ‘dissertation, the author be eon- 
sidered as bound to print the above vote in 
connection therewith. 
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‘‘The Boylston Medical Committee is ap- 
pointed by the President and Fellows of Har- 
vard College, and consists of the following phy- 
sicians: William F. Whitney, M.D., Chairman; 
Harold C. Ernst, M.D., Secretary; William T. 
Porter, M.D., Edward H. Nichols, M.D., Reid 
Hunt, M.D., Henry A. Christian, M.D., John 
Warren, M.D. 

‘‘The address of the Secretary of the Boyl- 
ston Medical Committee is Harold C. Ernst, 
M.D., Harvard Medical School, Boston.’’ 











MEDICAL NOTES. 


First Universiry DENTAL ScHOOL IN NEW 
York ror CoLuMBIA.—Realizing the importance 
of the teeth and mouth infections to systemic dis- 
ease, the Faculty of the College of Physicians 
and Surgeons have unanimously voted in favor 


| physical defect of a character which would dis- 


qualify them for such vocation as they may ten- 
tatively have selected. It is intended to dis- 
cover whether these girls are unfitted by a car- 
diac, nervous or orthopedic defect for entering 
a trade that would tax their physical capacity, 
and to assist the instructors to guide them into 
vocations which are compatible with their 
physical state. 

If this sort of codperation between educators 
and physicians to guide those on the threshold 
of industrial life in a selection of a trade in 
which the strains and demands are of a charac- 
‘ter that the individual is mentally and physic- 
ally adapted to meet is developed, as it should 
be, a conservative system will have been intro- 
duced into the industrial world. At present 
children are guarded and guided while at school 
jand until they receive working papers; after 
this, they pass beyond medical control and super- 
vision. The department now inaugurated in co- 
operation with the Department of Education, 
may open up a wide field to extend the super- 


of the establishment of a dental department, to) °""; L ; : 
be connected with the medical school. A com-| Vision over minors who enter the industrial 
mittee of prominent dentists of the city have | field, and thus continue the state’s medical guid- 


presented plans to the Medical Faculty which 
have been approved. 

The school of dentistry will be closely asso- 
ciated with the medical school and the admission 
requirements will be the same as the medical. 
The course will be four years, the first two 
years the same as those in medicine, thus giving 
the dental student a thorough knowledge of the 


fundamental scienees necessary to the practice | 


of a specialty of medicine. At the end of the 
second year the dental student will give all his 
time to the study of dental subjects, namely, 
operative dentistry, prosthetic dentistry, oral 


|ance to cover an additional important period of 
ithe life of our young citizens. 


| 
| Lonpon Deatn Rates IN JANUARY.—Statis- 
ties recently published show that the total death 
rate of London in January, 1916, was only 13.5 
per thousand inhabitants living. Among the 
several districts and boroughs the highest rate 
‘was 19.9 in Shoreditch, a crowded East Side 
‘slum, and the lowest was 10.3 in the old City of 
London. It is surprising that the two extreme 
rates should have occurred in adjacent districts. 


surgery and oral pathology, orthodontia, ete., | 


and the more technical part of the work re-| 
quired for the well trained dental surgeon. This | 


new school will be the first university dental 
school in New York City and the second in the 
state. It will give the first four-year course of 
dentistry ever given in the Empire State. 


Tue EXAMINATION OF CHILDREN IN TRADE 
ScHoois.—Through special arrangement with a 
representative of the Department of Education 
in New York City, the Oceupational Clinic at 
49 Lafayette Street. is now conducting physical 
examinations of girls who are serving an ap- 
prenticeship in the Department of Education’s 
extensive trade rooms for industrial workers. 
The girls in this school remain but a_ short 
period, and each week a number of new appli- 
eants are initiated into some special vocation 
such as millinery, dressmaking, designing, etc., 
to ascertain the aptitude and suitability of the 
girls for particular vocations. As soon after 
they are admitted as possible, the girls are sent 
to the Oceupational Clinie of the Division of 
Tndustrial Hygiene, and a physical examination 
is made to discover whether they show any 


TypHus FEvErR IN MExico.—Twelve cases of 
typhus fever have been reported in Texas. 
These cases have occurred mostly at Mexican 
border points. 


APPROPRIATIONS BY THE ROCKEFELLER Foun- 
DATION.—The Rockefeller Foundation has recent- 
ly made appropriations amounting to $1,200,000 
for various branches of its activities. These 
cover the work of the department recently 
established at Princeton, N. J., the study of 
animal diseases, the Union Medical College in 
Pekin, China, the aiding of the hospital work of 
Alexis Carrel in France and of the prison camps 
of Europe. The Rockefeller Institute has re- 
cently sent Dr. Alvin W. Struse of Philadelphia 
to the tropics to make a general survey and 
study of tropical diseases and of snake bites 
and poisons in India. He will be associated 
with Dr. Victor G. Heiser of the Philippine Is- 
lands. Dr. Struse will visit the Hawaiian Is- 
lands. India, the Fiji Islands, the Federal 
States. Australia and the Island of Ceylon, 
spending at least two years in the study. 
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War Reuier Funps.—On March 25 the totals Board of Health appointed Dr. Harry C. Solo- 
of the principal New England relief funds for ™on as special investigator of brain syphilis 
the European War reached the following and the March bulletin (No. 19) of the Board 
“records progress in his work up to March 1. 

amounts :— At the Danvers State Hospital there are being 
treated eight cases of brain syphilis diagnosed 





Belgian Fund ............ $108,962.93 ‘as general paralysis. On the first of December 
Serbian Fund ............ 84,506.46 the Westborough State Hospital began treat- 
SE UE vse sere cadens 68,703.30 /ment with one case. Since then they have 
French Wounded Fund ... 64,039.85 treated five more cases with intraspinous and 
pe eee 35,662.16 mercurial serum and several cases with salvar- 
, é v ; san substitutes. At Taunton State Hospital two 
French Orphanage Fund .. 34,041.09 ‘cases have recently been taken under treatment 
Polish Fund ......-..++.- 26,769.90 with a drug furnished through the courtesy of 
Surgical Dressings Fund .. 20,886.17 ‘Dr. Danysz of the Pasteur Institute of Paris. 
La Fayette Fund ......... 19,635.53 This drug goes under the trade name of ‘‘ Luar- 
Sutton Heid ............ 16,525.35 gol,”’ and is a compound of dioxydiamenoarseno- 
Ps D. Fund 6.024.45 'benzol with bromide salts of silver and anti- 

PO nee ee ee ee mony. Wassermann specimens had been pre- 


BOSTON AND NEW ENGLAND. 





Tue WEEK’s DEATH RaTE In Boston.—Dur- 
ing the week ending March 25, there were 234 
deaths reported, with a rate of 16.05 per 1,000 
population as compared with 273 and a rate of 
19.02 for the corresponding week of last year. 
There were 34 deaths under 1 year as compared 
with 36 last year, and 77 deaths over 60 years of 
age against 90 last year. 

During the week the number of cases of prin- 
cipal reportable diseases were: Diphtheria, 48 ; 
scarlet fever, 70; measles, 151; whooping cough, 
38; typhoid fever, 1; tuberculosis, 32. Included 
in the above were the following cases of non- 
residents: Diphtheria, 12; scarlet fever, 23; 
whooping cough, 1. 

Total deaths from these diseases were: Diph- 
theria, 1; measles, 1; scarlet fever, 1; typhoid 
fever, 1; tuberculosis, 17. Non-residents in- 
cluded in the above: Typhoid fever, 1; tu- 
berculosis, 1. 


Monson State Hospitau.—The report of the | 


trustees of the Monson State Hospital covering 
the year ended November 30, 1915, states that 
the average number of patients cared for was 
974, the number of discharges 85, and the num- 


viously taken of 1,000 cases at the Massachu- 
setts School for the Feeble-minded at Waverley, 
and the entire population has now been ex- 
amined, and, in addition, the cerebrospinal fluid 
in all eases that had positive Wassermann re- 
action. Twelve are being given treatment, six 
with salvarsan and six with salts of mercury. 
Three cases at Worcester State Hospital are be- 
ing treated with arsenobenzol, which is the 
American substitute for salvarsan. At the Med- 
field State Hospital five cases are receiving in- 
travenous arsenobenzol, several are receiving in- 
travenous injections of mereury and a group of 
latent syphilities are receiving intramuscular in- 
jections of mereury. Patients are being treated 
‘at Boston State Hospital with intravenous arseno- 
benzol, intraspinous mereurialized serum and 
intraspinous arsenobenzolized serum. There are 
thirty-six cases of brain syphilis being treated 
at the Psychopathie Department. 


OCCURRENCE OF ANTHRAX.—Several cases of 
anthrax recently oceurring in Woburn, Chelsea 
and Peabody have called attention to the great 
danger of contraction of the disease which has 
sprung up since the opening of the European 
War. The infected hides come to this country, 
for the process of tanning, from China and 
India. They were formerly tanned in Germany 
and it is only since the outbreak of the war that 
|the disease has become dangerous in this coun- 
\try. In Woburn the disease has occurred in 
| two tanneries and two deaths have resulted, al- 








ber of deaths 69. An out-patient department) though the tannery using the greatest number 
has been opened in connection with the regular |of Chinese hides has had no fatalities. An em- 
work of the hospital. A representative of the/ ployee in a Chelsea tannery has died at the 
medical staff is at the Academy of Medicine in| Massachusetts General Hospital and three more 
Springfield on the first and third Wednesdays Of |cases are being treated there. Both the State 
each month, at Greenfield Hospital on the sec-| Department of Health and the local health 
ond Monday of each month and in Pittsfield at officials are making every effort to control the 
the House of Mercy on the last Thursday of | disease. Two additional cases of anthrax were 
each month. reported at Woburn on March 24. 
| 

Brain Sypuinis IN INSANE Hospitats.—On) Frnancran Status or DIsPpENSARY PATIENTS. 

November 3, 1915, the Massachusetts State | —The Boston Dispensary reports its results of 
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an investigation of the wage earning capacity | 
of its patients. The following figures are given: | 

‘‘Fully three-fourths of all our patients be- 
long to family groups, and more than three- | 
fourths of these families have but one wage. 


Obituary. 


SILAS ARNOLD HOUGHTON, M.D. 


earner. Thirty-seven per cent. of families live 
on $600 or less, 49% on $700 or less, 70% on 


| Dr. Smras A. Houauton of Brookline, Mass., 
| died Sunday, Feb. 6, of pneumonia, after an ill- 


$800 or less, 77% on $900 or less, 83% on $1000 ‘ness of less than a week. He was born in Keese- 
or less per annum; 3% are dependent on chari- | ville, N. Y., September 11, 1864, was prepared 
table relief ; 14% have over $1000,1.¢., not more | fo, college at the Boston Latin School, entered 


than 1400 new families a year have more than | : : 
$1000, while 8000-9000 have less than $1000, | Harvard College in 1883, and graduated four 


‘‘Among those listed as ‘unmarried,’ about | ¥°4S later, having laid the foundation among 
4000 new patients a year, 78.6%, are living on|his classmates for their future lasting regard. 
#600 or less a year, i.e., only between 700-800} He entered the Harvard Medical School, receiv- 
unmarried applicants out of 4000 earn over $12) ing his degree in 1891. He thereafter served as 


a week. 

‘It is a general opinion among students of 
wage-earners’ budgets that even small families 
in this vicinity living on $1000 or less a year 
should not be expected to purchase more medical 
service than that necessary to childbirth and 
acute illness in the home.”’ 


New ENGuAnp Baptist HospitraLu.—The 22nd 
annual report of the New England Baptist Hos- 
pital, Boston, records a total of 742 patients 
treated for the year ended December 31, 1915. 
Seventy-five of this number were medical cases, 
546 surgical cases and 87 maternity cases. There 
were 226 major operations performed and 271 
minor operations. The training school numbers 
26 nurses. Ten nurses were graduated during 
the past year. 


APPOINTMENTS IN THE MeEpicau RESERVE 
Corps.—The following Boston doctors have been 


house officer at the Boston Lying-in Hospital 
and at once began the practice of medicine in 
Brookline, for a time being associated with Dr. 
George K. Sabine of that town. Dr. Houghton 
was married in 1897 to Miss Margaret S. Beck- 
with of Plattsburg, N.Y., who, with two chil- 
dren, a son and a daughter, survives him. He 
was a member of the American Medical Associa- 
tion, the Massachusetts Medical Society, the 
Boston Obstetrical Society, the Boston Medical 
Library and, at the time of his death, was one 
of the officers of the Harvard Medical Alumni 
Association. 

_ Dr. Houghton was widely known in the com- 
_munity in which he practised as a physician of 
judgment and conservatism, never led away by 
‘the vagaries into which medical practice is at 





nominated by President Wilson to the rank of | times liable to wander. He was, perhaps, es- 
first lieutenant in the Medical Reserve Corps: | Pecially known as an obstetrician of unusual 
Gardner Nathan Cobb, Horace D. Arnold, Alex- | skill, although he never devoted himself solely to 





ander S. Begg, John Warren, Frank P. Wil- 
liams, Z. B. Adams and Elliot G. Brackett. 


Brquest.—By the will of the late Edward 
Everett Allen of Watertown, Mass., the Boston 
Floating Hospital is the recipient of $500, and 
the Watertown District Nursing Association, 
£1000. 


- 





Massachusetts Medical Society. 





IMPORTANT LEGISLATION.—The enemies of pub- 
lie health are making a desperate attempt to 
break down our vaccination and legislative laws. 
House Bill 1088, that unvaccinated children may 
attend public schools, is now in the Legislature. 
House Bill 1091, giving exemption from regis- 
tration, and 1093, on the practice of mid-wifery, 
may be reported at any time. Members of The 
Massachusetts Medical Society should see their 
senators and representatives immediately and 
secure their influence against these measures. 


Crnarues F. Witutncton, President. 





this branch of practice. Of late years, in fact, 
‘the exigencies of his general work and the neces- 
‘sity of conserving his energies for this purpose, 
led him to give up this exacting field of practice 
in which he had attained an enviable success. He 
/was eminently a family practitioner, deeply in- 
| terested in people, and gave much more than his 
| professional skill in his relations with his pa- 
tients. He regarded his work as service in the 
most comprehensive sense of that term, and it 
may be assumed that the return which he re- 
ceived was quite inadequate to the time and de- 
voted interest which he ungrudgingly gave. He 
felt strongly on many subjects and especially 
never failed to express his contempt for what 
he regarded as a mercenary tendency in medical 
practice. The idea of medicine as a source of 
profit was wholly alien to his mind. Although 
our faith at times may be shaken, the spirit of 
sacrifice will doubtless remain one of the best 
traditions of the profession of medicine, but it 
is indeed rare to find it exemplified in so modest 





and sincere a form as with him. 
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His main interest throughout his active life 
was his profession, but the same loyalty which 
he gave to it, found expression also in his devo- | 
tion to his friends. Those who happened to be 
of the group of medical men who were associated 
with him first at college, and later at the medical 
school, will cherish the memory of his enthusi- 
asm, his good fellowship and his loyal devotion 
to the interests of the club which they con- 
stituted. For some years past his summers have 
been spent at Essex, on the western shore of 
Lake Champlain, a region endeared to him 
by many associations. His fine gift for hospi- 
tality there found ample expression, as many 
of his friends can attest. Perhaps the most 
striking testimonial of the high regard in which 
he was held by all classes of the community in 
which he lived and did his work, was shown by 
the outpouring of people at the simple funeral 
services held at his house. He contributed little 
to the literature of medicine, but his claim to 
lasting recognition rests on the much firmer 
foundation of modesty regarding his attain- 
ments, perfect loyalty to his friends, his patients 
and his ideals, and a conscientious performance 


of the daily task of ministering to the afflicted, | 


whether in body or spirit. His death leaves in 
many a family circle a peculiarly personal sense 
of bereavement. 


Correspondenre. 


COMMITTEE ON STATE AND NATIONAT 
LEGISLATION. 


Boston, Mass., March 13, 1916. 


Mr. Editor: In the latest number of the JOURNAL 
there is a letter from Dr. Frank E. Lewis of Nan- 
tucket referring to the lack of opposition by the medi- 
eal profession to a bill allowing the registration of 
“herb doctors.” 

Dr. Lewis says, “Thére should be committees ap- 
pointed to meet these exigencies.” He is probably 
not aware that the Committee on State and National 
Legislation of the Massachusetts Medical Society 
works unceasingly on these bills, but through a mis- 
understanding between the committee and the Board 
of Registration in Medicine no opponents appeared be- 
fore the Public Health Committee. Through the in- 
tervention of the Committee on State and National 
Legislation a second hearing was granted at which 
physicians familiar with the subject were present and 
spoke in opposition. 

Physicians may be apprised of legislative matters 
affecting public health through the columns of the 
Boston MEDICAL AND SURGICAL JOURNAL, and, if par- 
ticularly interested, may subscribe to the Legislative 
Bulletin by sending their names and addresses, ac- 
companied by two dollars for each subscription, to the 
Sergeant-at-Arms, State House, Boston. 

Very truly yours, 
WILLIAM H. Rosey, Jr., Secretary, 
Committee on State and National 
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SOCIETY NOTICES. 

HARVARD MEbICAL Socrety.—Historical Club Meet- 
ing in the Peter Bent Brigham Hospital Amphi- 
theatre, Tuesday evening, April 4, at 8.15 o’clock. 

PROGRAM, 

“Medical Men Who Have Loved Music,” Dr. Field- 
ing H. Garrison of Washington, D. C. 

“The History of the Discovery of the Secretory 
Glands and Their Function,” Dr. Mortimer Frank of 
Chicago. 

Medical students and physicians are cordially in- 


vited to attend. 
ERNEst G. GREY, M.D., Secretary. 


Boston SocrETY FOR MEDICAL IMPROVEMENT.—A 
meeting of the Boston Society for Medical Improve- 
ment will be held in Sprague Hall, Medical Library, 
on Monday, April 8, 1916, at 8.15 P.M. 

Memorial addresses: 

Dr. David Williams Cheever. 
3y Dr. George W. Gay 
Dr. John Collins Warren 
Dr. James Clarke White. 
$y Dr. Abner Post 
Dr. Frederick C. Shattuck 

Friends of Dr. Cheever and Dr. White and members 
of the Suffolk District Medical Society are cordially 
invited. 

Dr. HERMAN F, VICKERY, Dr. GEORGE G. SMITH, 
President. Secretary. 


i 


RECENT DEATHS. 

Dr, WISNER ROBINSON TOWNSEND, Of New York City, 
for many years secretary of the Medical Society of 
the State of New York, and a well-known orthopedist, 
was found dead in the area of his home, 125 West 


| 58th Street, March 12, he having fallen through a low- 


silled window during the night. Dr. Townsend gradu- 
ated from the College of Physicians and Surgeons, Co- 
‘lumbia, in 1880, and served his apprenticeship as 
‘house officer in Bellevue Hospital. He held these po- 
sitions: Associate surgeon, Hospital for Ruptured and 
| Crippled; orthopedic surgeon, French Hospital; con- 
| sulting surgeon, S. B. Smith Infirmary, and other hos- 
| pitals. He was a member of the American Orthopedic 
Association and of the New England Association of 
| Railway Surgeons and at one time was a member of 
ithe Board of Trustees of the American Medical Asso- 
| ciation. He was sixty years old. 


Dr. NATHAN Gross BozEMAN, who died of pneu- 
|monia on March 17, in New York City, was born at 
Montgomery, Ala., on Feb. 13, 1856, the son of Dr. 
| Nathan Bozeman, chief surgeon on the staff of Gen- 
eral Stonewall Jackson in the Confederate Army. 
| The junior Dr. Bozeman was a graduate of the Uni- 
| versity of Virginia, studied medicine at Paris and 
Vienna and had been a distinguished practitioner of 
surgery and gynecology at New York City. 


Dr. EpwArp RANDOLPH PEASLEE FourtTINn, a Fellow 
|of the Massachusetts Medical Society, died of heart 
| disease at Waltham, March 15, 1916, aged fifty years. 
| He was a native of South Amesbury, and was a grad- 
|uate of the Harvard Medical School in 1891. Fol- 
|lowing graduation, he practised in Butte, Montana, 
| when he came East and served as house officer at the 

State Hospitals at Tewksbury, Foxboro and Monson, 


Legislation, The Massachusetts | finally settling at Waltham. He had been in poor 


| health for a year. He is survived by two daughters, 


Medical Society. 











